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ABSTRACT 

The purpose of this project was to design, implement, 
and validate a preservice training progrcun to enable occupational 
therapy students to work effectively in rural public schools. The 
project sought to improve the knowledge, skills, and attitudes of 
t.hese students in regard to the unique social, environmental, and 
educational needs of the rural setting. The project validated the 
rural training model by collecting and analyzing ongoing data from 
project staff, students, and clinical and fieldwork personnel; it 
also developed and implemented a plan to disseminate and replicate 
the validated model. This report describes project design, findings, 
impact of project findings, and dissemination activities, A section 
of resource materials contains background information and article 
reprints on the topics of ©reassessment , service provision, time 
management issues, and common disabilities. Activity sheets offer 
guidelines for such activities as eye-hand coordination, scissors 
skills, facilitating independent mobility^ and therapeutic activities 
using scooter boards, A bibliography of 17 items and lists of 
national resources, national toll-'free numbers, and resources in 
Kansas are also provided. Appendices contain administrative 
materials, questionnaires, needs surveys, competency lists, consent 
forms, and other pro ject*related items, (21 references) (JDD) 
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The MORE project was developed to design, implement, and validate a pre-service 
training program for occupational therapy students to be better prepared to serve in public 
schools, particularly those in rural settings. 

The MORE project is affiliated with the University of Kansiis Medical Center, Occupational 
Therapy Department, School of Allied Health, Kansas City, Kansas (Dunn, 1986). It was 
developed under federal grant, GO08730057, from the Office of Special Education and 
Rehabilitation Services, the U.S. Department of Education. The project was carried out in 
collaboration with seven public school systems, which served as rural fieldwork sites: 

Area 7 Education agency. Cedar Falls, Iowa 
Supervisor: Carrie Carlson 

Geary County Schools, USD #475, Junction City, Kansas 
Supervisor: Bobara Broce 

Leavenworth County Special Education Cooperative, Leavenworth, Kansas 
Supervisors: Shawn Reeves/Becky Nicholson 

Ottawa Public Schools USD #290, Ottawa, Kansas 
Supervisor: Paula Hughes 

Research Medical Center, Kansas City, Missouri 

1! 

Supervisor: Laurie Hess 

Russell Child Development Center, Garden City, Kansas 
Supervisor: Esther Nellans 

St. Johns Hospital, Salina, Kansas 
Supervisor: Sandy Ward 
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BASIC INFORMATION 
Overview of the MORE Project 

The MORE project was created to develop a pre-service training model for occupational 
therapy students which would enable them to work more effectively in rural schools systems. 
Such a model is needed because rural areas are lacking in related services personnel, and 
professionals arc not prepared to meet the unique needs of a rural school system at the pre- 
service level. 

Occupational therapy is mandated as a related service in Public Law 94-142 for those 
students who require services to benefit from their educational experiences. For some students, 
occupational therapists are a critical part of the interdisciplinary team that develops and 
implements the individualized educational plan (lEP). Smaller and more rural school districts 
currently face several disadvantages in attempting to secure the services of occupational 
therapists as related service personnel in their schools. First, the areas to be served are often 
geographically distant from metropolitan areas, which have a larger variety of business, social 
and educational opportunities; this makes it difficult to recruit experienced professionals to 
relocate to the area. Secondly, there are smaller numbers of special education students 
requiring service due to a smaller population in general which means that perhaps only one 
occupational therapist is required to serve the designated area. Lack of on-going professional 
contact makes it difficult for the new graduate to take a job in a rural setting without specialized 
pre-service experiences which address not only the knowledge and skills to work in public 
schools, but the additional expertise required to tailor these competencies to the unique needs 
of a rural setting. 

Goals and Objectives 

The principal goals and objectives of the MORE project are: 

GOAL 1: TO DEVELOP AND IMPLEMENT A MODEL FOR TRAINING PRESERVICE 
OCCUPATIONAL THERAPY STUDENTS IN SPECLU^IZED TECHNIQUES AND 
PROCEDURES THAT ENABLE SUCCESSFUL SERVICE PROVISION IN RURAL 
SCHOOL SETTINGS. 



Occupational Thorapy Education 

The University of Kansas Medical CL'ntvT 

Kansas City, Kansas 1 990 



Page 3 Report of Project AcrivUies 




Managing Occupational therapy in Rural Education 



Objective 1.1 : to identify necessary knowledge, skills, and attitudes required to successfully 
provide occupational therapy as a related service in rural school settings. 

Objective 1.2 : to assess baseline performance in knowledge, skills and attitudes of the 
preservice occupational therapy student. 

Objective 1.3 : to assess local demographic values, the need for occupational therapy service, 
acceptance of alternate service provision patterns and willingness to train students in rural 
school programs in the midwest. 

Objective 1.4 : to develop competencies needed by occupational therapy students to successfully 
provide services in rural school programs, using information from objectives 1.1 and 1.3. 

Objective 1.5 : to establish instructional procedures, including didactic, laboratory, independent 
study and fieldwork experiences which will enable attainment of competencies established in 
Objective 1.4. 

Objective 1.6 : to provide the model training program components to preservice occupational 
therapy students in the Occupational Therapy Curriculum at the University of Kansas. 

Objective 1.7 : to establish criteria for selecting preservice occupational therapy students for a 
specialized three month fieldwork experience in a selected rural school program. 

GOAL 2: TO VALIDATE THE RURAL TRAINING MODEL BY COLLECTING AND 
ANALYZING ONGOING DATA FROM PROJECT STAFF, STUDENTS, CLINICAL 
AND FIELDWORK PERSONNEL 

Objective 2,1 : to assess changes in the knowledge, skills and attitudes of the preservice 
occupational therapy students throughout their professional education. 

O bjective 2.2 : to determine attainment of competencies by occupational therapy students as 
established in Objective 1.4. 

Objective 2.3 : to evaluate satisfaction with outcomes of the project from both the rural 
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personnel and the preservice occupational therapy student's perspectives. 

Objective 2.4 : to assess the impact of the training project on the rural settings themselves. 

GOAL 3: TO DEVELOP AND IMPLEMENT A PLAN TO DISSEMINATE AND 
REPLICATE THE VALIDATED RURAL EDUCATION TRAINING MODEL FOR 
OCCUPATIONAJ. THERAPISTS. 

Objective 3.1 : to prepare training materials for use at other universities whose occupational 
therapy students are candidates for rural positions when they complete their professional 
education. 

Objective 3.2 : to prepare materials for use by rural school personnel to maximize their 
capabilities for providing appropriate occupational therapy students for their location. 

Objective 3.3 : to disseminate the validated materials and information to appropriate regional 
and national audiences. 

Objective 3.4 : to prepare for the continuation of the validated model as part of the OT 
Curriculum at the University of Kansas and to replicate the model at other midwest universities. 

GOAL 4: TO ADMINISTER THE PROPOSED OCCUPATIONAL THERAPY 
PRESERVICE TRAINING PROJECT EFFECTIVELY. 

Objective 4.1 : to conduct effective fiscal management of the project. 

Objective 4.2 : to conduct effective personnel management of the project. 

Objective 4.3 : to conduct effective programmatic management of the project. 
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Purpose of Project 

The purpose of the MORE project is to demonstrate a model to train pre-service 
occupational therapy students to work effectively in the public schools, specifically those in rural 
settings, this effort is directed at improving the knowledge, skills and attitudes of occupational 
therapy students in regard to the unique social environmental and educational needs of the rural 
setting so that tbiy will be more prepared and have a greater ability to pursue job opportunities 
serving rural districts. 

Program Description 

The proposal for MORE was written and submitted in the late Summer of 1986. Funding 
was granted and the project began on July 1, 1987. Notices were placed in state Occupational 
Therapy, and educational news publications to solicit participation in pilot studies and initial 
project setup. Practicing urban and rural school-based occupational therapists volunteered to 
participate in the pilot project by responding to questionnaires (see Appendices for copies of 
questionnaires). Rural therapists were also recruited to provide fieldwork sites for the MORE 
project, and act as fieldwork supervisors. A fieldwork site was defined as rural when the school 
district has less than 10,000 students (Helge 1981). 

University of Kansas Occupational Therapy students were also asked to participate in 
the project in the Fall of 1987. Students who were in their first, second, and last semester of 
professional training were asked to respond to a set of questionnaires. Their responses have 
been used as a baseline for comparison to later classes. Materials to assess and teach necessary 
pediatric competencies were also being developed at this time, to further enhance the pediatric 
pre-service curriculum. 

In the Spring of 1988 questionnaires (see Appendices) were sent to parents, educators, 
and administrators at the rural school systems which were chosen to serve as MORE fieldwork 
sites, as a means of collecting demographic and baseline data. The initial data were also 
presented at the American Council on Rural Education Services (ACRES) and American 
Occupational Therapy Association (AOTA) National Conferences during this period. 

The first consultants' meedng took place in March 1988 This included the Director of 
Kansas Crippled and Chronically 111 Children's Program, an administrator of a Special 
Education cooperative, and a rural school-based therapist. University Occupational Therapy 
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pediatric and fieldwork faculty were also present. Project staff reviewed the year's activities 
and solicited input for the direction the project should take for upcoming years. 

In the fall of 1988 data collection continued, as well as the development of curriculum 
materials. Activity Guide Sheets (see Section II) were written, to further enhance the pediatric 
course materials. These provide specific intervention techniques that may be used by a school- 
based therapist Update notices were placed in regional occupational therapy newsletters ^nd 
over the Special Net bulletin board. National information clearinghouses were contacted and 
information relating to pediatric issues was solicited. This information was integrated into the 
pre-service curriculum. 

Project staff gave presentations on data results, intervention techniques, and service 
provision in the Spring of 1989 at ACRES, ACTA KOTA and the International Symposium 
on Special Education in Canada. Staff and consultants met to discuss progress and make future 
plans for the grant in its final year. The first set of fieldwork students went to the rural settings, 
which proved to be positive experiences. 

Throughout the 1989-90 school year staff collected and tabulated data from those 
involved with the study. Ten students completed their MORE fieldworks, this manual was 
produced (with a supplement targeted just for occupational therapists) and a June workshop 
conducted for Creighton and the Universit>' of Missouri faculty as well as selected rural school- 
based therapists. 

Philosophy 

The need for competent related service personnel, particularly occupational therapists, 
to serve in rural educational areas has been well documented. Two-thirds of all United States 
schools are located in rural areas, and the majority of unserved and underserved handicapped 
children are enrolled in these rural schools (Qark and White, 1985; Massey and Crosby, 1983). 

A major problem in rural education is recruitment and retention of qualified staff 
(Helge, 1984; Will, 1985; Latham and Bumham, 1985; Kimer, Lockwood, Mickler and 
Sweeney, 1984; Marrs, 1984). A 40% to 50% attrition rate annually is typical (Will, 1985). A 
survey conducted in 1983 by the National Rural Project reported that only 17% of the rural 
districts and special education cooperatives indicated that they had an adequate number of 
special education personnel. In a recent report filed by the Ad Hoc Commission on Occupational 
Therapy Manpower, the data collected annually by the U.S. Office of Special Education 
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Programs, U.S. Department of Education, reports the needs for occupational therapists have 
consistently outnumbered the supply. In 1983, state special education departments indicated 
a need for 20.5 percent more occupational therapists than were currently employed under Part 
B funding of P.L. 94-142 (Ad Hoc, 1985). Helge (1984) notes that itinerant posifons such as 
occupational therapists, are most often not filled. Inadequacies of prsservice training which 
consider rural needs contribute to the chronic vacancies of these positions. 

Recognizing the need forpreservice training of occupational therapists to serve in school 
systems, the Bureau of Education for the Hand* capped in 1978 funded in American Occupational 
Therapy Association to develop a model for training occupational therapists employed in 
school systems (Gilfoyle and Hays, 1979). The Special Education Department at the University 
of Kansas developed a special tract for occupational and physical therapists pursuing a masters 
degree in Spe:nal Education. Their project, funded by OSERS in 1980, developed an implemented 
a model to prepare therapists to serve as consultants to programs for students with severe 
disabilities in pubhc school settings. 

In order for therapists to integrate their services into the rural school system they need 
to have an understanding of the system, its educational aims, and its philosophy (Regan, 1982). 
Punwarand Wendt (1980) outlined the effort to mandate occupational therapists in Wisconsin 
to be certified by the Department of Public Instruction for those therapists serving in public 
schools. Identification of competencies and relevant curricuhtm content were established as the 
cornerstones of certification standards. 

State Educational Agencies Representatives from Iowa, Nebraska, Kansas and Missouri 
recognized the need for preservice training and reported chronic vacancies in rural settings for 
occupational therapists. Additionally, all reported that due to these lack of services, children 
with special needs are either unserved, undersen/i™d, or most travel to the closest urban setting 
for services. 

All special education directors reported that of all related service personnel an occupational 
therapist could best serve their programs' needs. This preference was also supported by a 
survey completed by Guess (1980) at the University of Kansas. Teachers of severely multiply 
handicapped students ranked their perceptions of contributions from other professionals and 
disciplines in the education and treatment of students in their classroom, using a five point scale. 
The results indicated that teachers perceive occupational therapists as the most needed service. 
Survey results are illustrated in Table A. 

Additional concerns expressed by special education directors include (1) lack of preservice 
training for occupational therapy serves in school settings, (2) difficulty with currently employed 
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therapists continuing to rely solely on the medical model and (3) inability of therapists to identify 
and implement appropriate methods and amounts of service provision in rural education 
settings. The need to alter and adapt types of service provision for occupational therapists in 
rural settings is essential. Through preservice training, the necessary understanding of the roles 
of a consultant and knowledge of different types of service provision can be taught. 

This project was designed to adequately prepare occupational therapists to serve in rural 
school districts. It is the begiiming of a long-term effort to make significant contributions for 
implementation of preservice training programs that are essential for rural special education 
needs, especially the need for well prepared related service personnel. 



Table A 

Severely Multiply Handicapped Teachers' Perception Survey 
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Profession/Discipline 



Mean Point on 
5-point Scale 



OveraU Ranking 



Occupational Therapy 

Physical Therapy 

Speech Pathology 

Medicine 

Nursing 

Social Work 

Psychology 



4.52 
4.08 
4.08 
3.20 
3.04 
2.76 
2.66 



1 

Z5 
2.5 

4 

5 

6 

7 



Summary of Project Goal Attainment 

Goal 1: lb develop and implement a model for training preservice occupational therapy 
students in specialized techniques and procedures that enable successful service provision in 
niral school settings. 

Objective 1.1 To identify necessary knowledge, skills, and attitudes requin d to successfullv 
provide occupational ther?py as a related service in rural school settings . 

Analysis oi data gathered from initial surveys and questionnaires completed by occupational 
therapy personnel in both rural and urban settings were summarized by the project staff. This 
analysis is included in the findings section of this document. The information gathered has been 
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incorporated into the educational components of the training model. 

Ohjertivp. 1 1 To assess baseline performance in know ledge, skills, and attitudes of the 

preservice occupational therapy students. 

Baseline performance was assessed in two ways. First, students completing their 
academic preparation at the beginning of the project were assessed as a project baseline (no 
project components implemented). Secondly, each participating class was assessed as they 
entered the curriculum as a baseline for themselves and as a pretest of project component 
effectiveness. Data are reported in the findings section of this dissemination document. 
Objective 1.3 To assess local demographic values, the nee d for occupational therapy service. 
acceptance of alternative service provision patterns, and willinp iess to train student in rural 
school programs in the midwe st, 

L/ita gathered from initial surveys and questionnaires was used to determine possible 
sites for the M.O.R.E. project fieldworks. Project Staff contacted potential fieldwork supervisors 
and set up contracts. 

Objective 1.4 To develop competencies needed bv the occupat ional therapy students to 
successfully provide services in rural school programs, usin g information from objectives 1 . 1 and 
L3. 

Competencies were developed by the project staff from initial data collected from 
therapists. These competencies were approved by the Occupational Therapy Curriculum 
Committee and have become part of the departmental curriculum. Additionally, supportive 
teaching materials were developed and incorporated into appropriate coursework. All materials 
have been included in the M.O.R.E. dissemination products. 

Objective 1.5 To establish in s tructional procedures, includinj^ didac tic, laboratory, independent 
study and fieldwork experiences which will enable attainment of competencies establishe d in 
objective 1.4. 

Instructional procedures were developed by the project staff and approved by the 
Occupational Therapy Education faculty. (See Section II of this project manual for examples). 
Materials were placed m the official resource files for the Occupational Therapy Curriculum 
to be used in future courses. 

Objective 1.6 To provide the model training program co mponents to preservice occupational 
therapy students in the occupational therapy curriculum at t hy University of Kansas. 

The model training components were incorporated into the appropriate courses in the 
Occupational Therapy Curriculum. Information is included to enable the students to develop 
competencies appropriate to rural school service provision. The materials have become an 

Occupational Therapy Educdtion 
The University of Kansas Medical Center 
?Zfft\Q Report of Project Activities \ / Kansas City, Kansas 19% 




Managing Oc:cupattonal therapy in Ruiv\l Education 



integral part of the curriculum and will be used beyond the project's termination as part of the 
curriculuin resource files. 

Qhjectrve 1.7 To establish criteria foi se lecting preservice occupational therapy students for a 
s pecialized three month fi d dwork experienc e i n a selected r ural school program. 

The fieldwork coordinator met with the students to discuss the rural fieldwork opportunities 
and benefits. Financial aid through stipends and mileage reimbursement was explained 
(addressed in-depth in Objective 4.1). Project staff selected students who expressed an intci est 
in the rural fieidworl. model and agreed to participate in survey completion. A total of iO 
students completed M.O.R.E. Level H fieldworks. 

Goal 2; To validate the rural training model by collecting and analyzing ongoing data from 
project stafT, students, clinical and fieldwork personnel. 

Objectives 2.1 T o a.ssess chances in knowledge, skills and attitudes of the presem'ce occupational 
therapy students throughout their professional edu cation. 

Data collected from initial and follow-up responses to surveys and questionnaires were 
compared and visually analyzed to determine the amount and type of changes in knowledge, 
skills and attitudes of the preservice occupational therapy students. Foilow-up data was 
collected from students completing their academic coursework and fieldwork experiences 
through Year Three. Information provided feedback for incorporation of the materials into the 
appropriate coursework. Data analysis is included in the Gndings section of this project manual. 
Objective 2.2 To determine attainment of competencies bv occupational therapy s tudents as 
established in Objective 1.4. 

Successful completion of coursework and fieldwork as well as course and fieldwork 
performance evaluations provided measures of attainment of the established competencies. 
Knowledge competencies were assessed in first and fourth semester OT students and then again 
at the completion of fieldwork. Project staff and clinical supervisors reviewed, revised and 
finalized teaching materials from these measures, and they became part of the appropriate 
courses. Data from these measures are analyzed and reported in the findings section of this 
project manual. 

Objective 2.3 To evaluate satisfaction with outcomes of the projec t from both the rural 
personnel and the preseryicq occupational therapy students' perspective. 

The level of satisfaction of the M.O project participants was an important component 
for the project's success. Rural fieldwork sites reported a high degree of satisfaction with 
fieldwork student performance. Students also reported satisfaction with their experiences. 
Identification of strengths and poisible weaknesses in the program provided information to 
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adapt the training model to encourage more students to participate in rural tieldwork both in 
Year Three and in the future. 

Objective 2.4 To a s sess the impact of the training project on the rural settings then tsclves. 

To identify attitudes in rural personnel, the Level II fieldwork supervisors were asked to 
submit the names of one administrator, four parents, and four teachers who worked v/ith 
preservice occupational therapy students during their three month fieldwork experiences. 
These team members were asked to complete the Qassroom Integration Questionnaire, 
Teacher Educational Attitude Questionnaire, Selected Children's Background Questionnaire 
(parents only), the Family questionnaire (parents only), and Rural Needs Survey. The data was 
analyzed throughout the project and adjustments were made to enhance student learning 
experiences. 

Goal 3: To develop and implement a plan to disse.ninate and replicate the validated rural 
education training model for occupational therapists. 

Objective 3.1 To prepare training materials for use at other universities whose occupational 
therapv students are candidates for rural positions when thev complete their professional 
education. 

Training materials were packaged in notebook form for ease of use by curriculums. 
During Year Three, the Project Staff presented a training workshop for the Occupational 
Therapy Curriculums at Creighton University and University of Missouri-Columbia; project 
fieldwork supervisors were also included. 

Objective 3.2 To prepare materials for use bv rural school personnel to maximize their 
capabilities for providing a ppropriate occupational therapy services for their location. 

The project staff distributed materials to rural school personnel throughout the project. 
These materials included resource materials emphasizing those aspects of school based service 
provision that were critical for rurai locations. The project staff was available on request to 
provide consultation and specialized therapeutic services to rural school districts. Materials are 
included in Section II of this project manual. Other dissemination activities are reported in the 
Dissemination section of this manual. 

Objective 3.3 To disseminate the validatpd materials and information to a ppropri ate repion al 
and national aud>'ences. 

News articles and announcements were submitted periodically to appropriate newsletters 
targeting occupational therapists and educators locally, stat : vide and nationally (American 
Occupational Therapy Association, Special Net National Rural Consortium). The project staff 
submitted proposals to relevant state (e.g., KU Council on Education, State OT Associations, 
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State Council on Education) and national conferences (e.g., AOTA National Conference, 
ACRES Annual Conference). Interim reports were presented to tl se g oups. Final reports 
were submitted at the end of the project. 

Final dissemination documents were prepared by the Project Staff and included data 
gathered and analyze*-' through surveys and questionnaires throL^^hout the project, tiaining 
modules and instructional materials, and a resource bibliography. 

Objective 3.4 To prepare for the continuation of the validated mod el as parLo f the OT 
Curriculum at the University of Kansas and to replicate the model at other midwest universiti es. 

Plans for replication of the training model in the Occupational Therapy Education 
Departments at Creighton University in Omaha and University of Missouri-Columbia were 
presented by the Project Staff at a workshop in June 1990. 

Preparation for the continuation of the model as part of the Occupational Therapy 
Curriculum at the University of Kansas took place during Year Three. Project Staff finalized 
all materials and placed them in the official resource files of the curriculum. 
Goal 4: To administer the proposed occupational thempy preservice training project effectively. 
Objective 4.1 To conduct effective fiscal manag ement of the project. 

Changes in the budget reflected an increase in staff expenses for dissemination of 
information to other occupational therapy curriculum. Stipend and mileage rei;nbursements 
for st'udents affiliating in rural sites were increased to encourage more student participation. 
Students reported in Year One that the stipend that was offered was insufficient for them to 
secure housing and pay at least some of their operating and living expenses while on the rural 
fieldwork. Only those students who had family or friends to stay with were able to take 
advantage of these rural experiences. Students were satisfied with the stipend increases in Year 
Two and Year Three. The project budget was administered according to federal and university 
guidelines. 

Objective 4.2 To conduct effective personnel management of the project. 

Roles and responsibilities of the staff changed according to the needs of the project. All 
tasks were completed according to original timelines. 

Objective 4.3 To conduct effective programmatic mana gement of the proiect. 

In summary, all goals and objectives originally planned for the Managing Occupational 
Therapy in Rural Education Project were addressed as originally described and within the 
timeline appearing in the proposal document. Administration of the project addressed goals 
and objectives as originally stated. 
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Project Design 



Participants 



The MORE project involved a wide variety of voluntary participants in different 
. capacities. Each group of participants are described in this section. 

Fieldwork Supervisors. MORE fieldwork sites were chosen by the fieldwork coordinator and 
project manager. To be considered a rural site the facility had to be in, or hold a contract with 
a school district of less than 10,000 students. Some fieldwork sites were already being used by 
University of Kansas students. Additional sites were solicited by placing notices in occupational 
therapy newsletters and educational bulletin board services. Eleven sites were identified as 
acceptable rural fieldwork settings. The facilities which agreed to provide fieldwork training 
entered into a contract with the University of Kansas (Appendix 1). There were a total of 7 sites 
utilized for fieldwork experience. Five were located in the Kansas cities of Junction City, 
Garden City, Ottawa, Leavenworth, and Salina. One site was outside Kansas City, Missouri and 
one in Cedar Falls, Iowa. Four of these facilities were in an educational cooperative, tw^ o were 
hospitals which provided occupational therapy to rural school districts via contract services, and 
one site was based in a single school district. 

The sites employed an occupational therapy staff of one to six. The fieldwork supervisors 
had from 5 to 21 years of experience. Individuals aged 0-19 years were served, with diagnoses 
including juvenile rheumatoid arthritis, cerebral palsy, learning disabilities, mental retardation, 
hemiplegia, developmental disabilities, degenerative neurological disorders, and motor disorders. 
A wide range of intervention methods are used in these settings. 

Fieldwork Site Participants. Parents, educators, and administrators of children who received 
occupational therapy services were asked to respond to sets of questionnaires. Nineteen 
parents, twenty-one teachers and administrators returned survey materials. 

The questionnaires completed by tne parents indicated that the majority were involved 
in their children's daily and school routines, were Caucasian, and employed. Ninety percent of 
the respondants reported that they were middle class, and that both parents were present in the 
home. All spoke English in their homes. 

The educators responded to questions about the unique needs of rural special education, 
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and the role of occupational therapy in the school system. Ch erall the educators in this study 
indicated they had a basic knowledge of occupational therapy. Their responses will be discussed 
further in the Endings section of this document. 

Persons considered as administiators included special education directors and principals. 
Their responses will aln j be discussed in the findings section of this dof;'jment. 

Urban and Rural Registered OccupationnI Therapisu. Schoo^based pediatric occupational 
therapy personnel who practiced in the states of Kansas, Iowa, Nebraska, and Missouri were 
sent questionnaires and sun^eys. Both urban and rural based personnel were included. For 
purposes of this study, criteria established by Helge (1984) were used to determine those 
personnel serving in rural communities and those serving in urban communities. 

Table B 

Timeline of Professional Education 
for Preservice Occupational Therapy Students at the University of Kansas 



0^ MOfMt^ 



7-1 3 months 



1S*1Siii«iim« 



1»'24 month* 



months 



31 -3« month* 
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UwillFWdmfc 

Actvmcod Topics 
Spsdaidtudtat 



LmllFlsldimK 
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Fialdmfc 
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Forms were sent to 95 therapists. The respondents had three and a half to twenty years of 
experience as occupational therapists, and two to twelve years of experience practicing in a 
scliooi setting. The therapists served between 1 and 30 schools each, and had from 12-90 
students on their caseloads. (A comparison of the demographic data collected can be found in 
the Findings section, under Pilot Information). 

Occupational Therapy Students. Students enrolled in the occupational therapy curriculum at 
the University of Kansas during the time period from Fall 1987 to Spring 1990 were asked to 
participate in data collection. Surveys v ere administered to students during their first and last 
semesters of academic study. Students who chose a MORE fieldwork site as a practicum 
experience also completed a set of surveys at the end of their nine months of fieldwork. 
Semester 1 students have received the least academic exposure, semester 4 the most, with 
fieldwork students having had an opportunity to apply their know^ "dge. Table B depicts the 
academic pattern of the student classes which participated. 

Data Collection Methods 

The evaluation activities include two main areas of focus: 1) to validate components of 
the rural training model, so interested parties will clearly understand use of the materials; and 
2) to document specific changes in those persons and those environments participating in this 
project. 

Measures Used. A variety of measures were used to evaluate changes in knowledge, attitudes, 
and value systems. Copies of these measures can be found in Appendices 2-13. Each measure 
is briefly outlined below: 

Qassroom Integration Questionnaire (CIQ) Appendix! (Kaufman, Agard & Semmel, 1985). 
The CIQ presents the reader with vignettes of 25 children who are described as having primarily 
cognitive or behavioral problems. Vignettes describing children with physically handicapping 
conditions were added after the first year of the grant The respondents were asked to indicate 
the appropriate classroom place)Tient for each child. The five options are: 1) a regular 
classroom, 2) a regular classroom all day with supplemental materials, 3) a regular classroom 
part of the day with supplemental materials and advice, 4) a special class all day, or 5) not for 
public education. 
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Family Ouestionnairs (FQ) Appendix 3 (Kaufman, Agard & Semmel, 1985). The family is 
asked to respond to 33 questions pertaining to family background, lifestyle, and experiences. 

Attitudes Toward School-Based Services ( ATSBS) Appendix 4 (Gilfoyle, 1981). This survey 
contains 36 statements regarding school-based services. Respondents indicate the expressed 
level of agreement on a scale from -3 ("I disagree very much") to + 3 ("I agree very much"). 

Occupational Therapy Needs Survey (OTNS) Appendix 5. This tool was developed by the 
MORE project staff. The survey includes demographic information, questions regarding roles, 
preservice training needs, challenges of service provision in educational settings, inservice 
topics, team members, resource and caseloads. 

Pediatric Competencies (Comps 1 & 2) Appendix 6 . These measurements were developed by 
the MORE project staff to assess knowledge gained by the preservice curriculum students, as 
they progressed through the program. Both tests are multiple choice and matching questions. 
Comp 1 is aimed at basic information provided to students in the early stage of their pediatric 
education. Comp 2 addresses more advanced knowledge acquired by the students. 

SBS Inventory of Teacher Social Behavior Standards and Expect ations Survey (SBS) Appendix 
7 (Walker & Rankin, 1980). The SBS addresses both adaptive and maladaptive behaviors that 
students exhibit, and asks for a judgment of the effects of these behaviors on their ability to 
interact with the student. 

Student Fieldwork Evaluation (SFWE) Appendix 8. Students complete this document upon 
completion of the MORE fieldwork assignment. This form provides information to change and/ 
or commend the fieldwork and academic programs. Students are encouraged to make concrete 
comments. The American Occupational Therapy Association (AOTA) revised the SFWE in 
1988. The first group of fieldwork students used the older version, while the second group used 
the revised form. A copy of both versions is included in Appendix 8. 

Fieldwork Performance Report (FWPR) Appendix 9. The fieldwork supervisors completed 
this form at the conclusion of the students fieldwork experience. Students were rated on a scale 
of 1 (poor) to 5 (excellent), in the areas of performance, judgment, and attitude in relationship 
to treatment, assessment, time management, and other areas of professional conduct. 
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Teacher Qimate Control Questionnaire iJCCQi) Appendix 10 (Kaufman, Agard & Semmel, 
1985). The teacher is asked to respond to statements which identic the teacher's preferences 
of management in the classroom. 

Teacher Educational Attitude Questionnaire (TEAQ) Appendix 11 (Kaufman, Agard & 
Semmel, 1985). This identifies the teacher's attitudes about school and classroom issues. A 
corresjXJnding questionnaire was sent to parents, the Parents Educational Att itude Questionnaire 
(PEAQ). 

The Selected Children's Background Questionnaire (SCBQ) Appendix 12 (Kaufman, Agard 
&. Semmel, 1985). This 27 question form obtains information about the family's socioeconomic 
status and educational experiences. 

The Rural Needs Survey (RNS) Appendix 13. This was designed by the MQRE staff to gain 
information about strengths, needs, recruitment, and demographic issues, from the rural and 
urban sites who participated in this project. 

Occupational Therapist General Information Questionnaire Appendix 14. This questionnaire 
provided demographic information from the practicing occupational therapists. An occupational 
therapy student created this form as part of a senior research project (see Impact of Project 
Findings). 

Data Collection Process 

All participants in the data collection process were given consent forms and an abstract 
of the grant (Appendices 15& 16). Data was collected at the site at each participants' location. 
Specific recruitment techniques are discussed here. 

The seven fieldwork site supervisors were each mailed a set of surveys to complete 
before their fieldwork student arrived. A self-addressed stamped envelope was included for 
return of the survey packet The packet included the following set of surveys: Qassroom 
Integration Ouestionnaire (CIQ), Attitudes Toward School Based Services ( ATSBS), Occupational 
Theratjv Needs Survey (OTNS), and O ccupational Therapv General Inform ation Ouestionnaire 
(Appendices 2,4,5,14). 
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Each fieldwork supervisor was asked to identify teachers, parents, and administrators of 
a student who was receiving occupational therapy services. In the initial data collection process, 
the survey's were mailed directly to these individuals wiih ; ^ ! 2lf>addressed stamped envelope for 
ti^eir convenience. In the final data collection, the on-site supervisor was asked to dispense and 
retrieve the survey packets. This process was used to improve the return rate. The educators 
were asked to complete the CIQ. Teacher Qimate Control Questionnaire. Teacher Educational 
Attitudes Questionnaire and the Rural Needs Survey (Appendices 2, 10, 11, 13). 

The Teacher Educational Attitudes Questionnaire and the Rural Needs Survey 
(Appendices 11 & 13) were sent to the administrators. The parents were asked to complete the 
CIQ. Family Questionnaire. Parent Educational Attitude Questionnaire , and the Selected 
Children's Background Questionnaire (Appendices 2, 3, 11, 12). 

In the solicitation of background data, notices were placed in Occiipatioi dl Therapy 
newsletters and over the Special Net Bulletin Board in the states of Missouri, Kansas, Iowa, and 
fTebraska, seeking therapists practicing in both urban and rural school districts. Names of 



Table C 

Schedule of Class Participation in MORE Project 



Spring 
1986 


Fail 
1986 


Spring 
1987 


Fall 
1987 

grant begins 


Spring 
1988 


Fail 
1988 


Spring 
1989 


Fall 
1989 


Spring 
1990 

grant ends 






Class 1 
Senr>ester 1 






Class 1 
Semester 4 




Class 1 
completes 
fieldwork 










Class2 
Seniester 1 






Class2 
Semester 4 




Class 2 
completes 
fieldwork 












Class 3 
Semester! 






Class 3 
Semester 4 
















Class 4 
Semester 1 


Class 4 
Semester 2 


Baseline 
Semester 1 






Baseline 
Semester 4 
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school based therapists were also obtained from state departments of education. A total of 95 
survey packets were sent. This packet was the same as the one sent to the fleldwork supervisors, 
many of whom participated in the initial data collection process. 

Students enrolled in the Occupational Therapy curriculum at the University of Kansas 
Medical Center in Kansas City, Kansas participated in the data collection by answering the 
items on the QQ and ATSBS as well as Pediatric Competency Exams I and II and the Inventory 
ot Teacher Social Behavior: Standards and Expectations. Part 1 and 2 (Appendices 2, 4, 6, 7). 
The students responded to the surveys during homerooms, a class session or during a specifically 
designated time. Table C depicts the classes involved in the project, and Table D depicts the 
timeline for survey administration. 



Table D 

Timeline for Survey Administration 
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Sequence of Activities 

Timeline for Project Goals and Objectives. The Occupational Therapy Curriculum at the 
University of Kansas has been preparing entry level occupational therapists since 1942. During 
this time, KU has provided a large portion of the occupational therapists who serve the midwest. 
Since a majority of the school districts in these states are located in rural settings, it is necessary 
for students who wish to work with children to have the skills necessary to provide effective 
services in a rural location. The MORE project was designed to develop a model training 
program to assist preservice occupational therapy students in developing these competencies 
that prepare them to work within the unique parameters of the rural public school. The 
implementation timeline is found in Table E. 

Table E 

Managing Occupationai Therapy in Rural Education 
linplementation Timeline 



Months 



1-6 



Objective 



Objective 



Objective 



Objective 



LI 
1.2 
1.3 
1.4 
1.5 
1.6 
1.7 

2.1 
12 
Z3 
2.4 
Z5 

3.1 
3.2 
33 
3.4 

4.1 
4.2 
4.3 



7-12 



13-18 



19-24 



25-30 



31-36 
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Goal 1 : To develop and implement a model for training preservice occupational therapy 
students in specialized techniques and procedures that enable successful service provision in 
rural school settings. 

Goal 2 : To validate the rural training model by collecting and analyzing ongoing data from 
project staff, students, clinical, and fieldwork personnel. 

Goal 3 : To develop and implement a plan to disseminate and replicate the validated rural 
education training model for occupational therapists. 

Goal 4 : To administer the proposed occupational therapy preservice training project effectively. 

Professional Education Timeline for OT Students. Occupational Therapy Students apply to 
the admissions committee for acceptance into the occupational therapy curriculum. They must 
carry a 2.5 or above grade point average, have completed four semesters of general education 
undergraduate work, and have spent 16 hours observing an occupational therapist at work. 

Clinical observations and involvement are stressed throughout the curriculum. These 
experiences are called Level I and Level II Fieldwork. The four Level I fieldworks are done 
concurrently with academic studies. The three Level II Fieldworks are full-time experiences 
after completion of academic coursework (see Appendix 17 for Fieldwork course descriptions). 

Fieldwork Plans for OT Students. In the original project proposal, it was anticipated that 
approximately 10% of each preservice class would choose designated rural fieldwork sites. Six 
students or 11% of Qass 1 completed MORE fieldwork. Seven students or 11% of Class 2 were 
chosen for rural fieldwork assignments, with four completing their assignments. Pregnancy and 
fieldwork site cancellation account for this attrition. 

A stipend of $100.00 per month was offered to the first year class, and a stipend of 
$250.00 per month was offered to the second year class to entice students to participate (other 
fieldworks with stipends were offering more money than the project was offering). Both classes 
received a mileage allowance of 20.5 cents a mile. Checks were sent monthly. 

Table F shows sites chosen by the project staff as possible rural fieldwork placements. 
These sites: 1) met the criteria to qualify as "rural", serving school districts of 10,000 or less 
(Helge, 1984); 2) personnel showed an interest in supervising a student; and 3) the site agreed 
to cooperate in completion of the surveys. 
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Table F 
M.O.R.E. Fleldwork Sites 



•Geary County Public Schools 
Junction City, Kansas 

•Russell Center 
Garden City, Kansas 

•Leavenworth Public Schools 
Leavenworth, Kansas 

•Research Medical Center 
Kansas City, Missouri 

Three Lakes Educational Cooperative 
Lyndon, Kansas 

St. Louis County Special School District 
St. Louis, Missouri 



•St. John's Hospital 
Salina, Kansas 

Garden City Public Schools 
Garden City, Kansas 

•Ottawa Public Schools 
Ottawa, Kansas 

•Area 7 Education Agency 
Cedar Falls, Iowa 

Hutchinson Hospital 
Hutchinson, Kansas 



i/idicate sites where students were placed 



Evaluation PlanHmelines. The evaluation activities included in this project included two main 
areas of focus: 1) to validate all components of the rural training model, so that those interested 
in replicating it could clearly understand the requirements for successful use of the model; and 
2) to document specific changes in those persons and those environments which participated in 
this project. Please refer to Table D for a pictorial representation of the process measures 
timeline. 
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FINDINGS 
Pilot Information 

The pilot information was solicited during the first year of the MORE project, in the fall 
of 1987. This section is a summary of the data collected from registered occupational therapists, 
as reported by Dimn and Gray (1988). 

Of the 95 occupational therapy personnel surveyed, 7,9 (31%) responded at the end of 
a two month pericd. Nineteen (65%) of the respondents were identified as urban-based 
therapists, and 10 (14%) were identified as rural-based personnel. 

Demographic information about the occupational therapy personnel is presented in 
Table G. 

Table G 

Occupational Therapy Personnel 
Demographic Data 





Rural 


Urban 


Educational Background 




19 (100%) 


Bachelor of Sdence 


10 (100%) 


Master of Science 


4 (40%) 


10 (53%) 


Years in OT 


3 1/2-18 years 


2-20 years 




(Mean » 10) 


(Mcan«9.5) 


Years in Pediatric OT 


2-16 years 


2-13 years 




(Mean«8) 


(Mean«8) 


Yeai3 in Public Schools 


2-11 years 


2-12 years 




(Mean»6) 


(Mean«6) 


Services Provided 




1-30 


Number of Schools Served 


1-22 




(Mean«n) 


(Mean "7) 


Miles Traveled per week 


0-325 


0-125 


(Mean- 181) 


(Means* 38) 


Number of Ouldren Served 


23-90 


12-60 




(Mean«56) 


(Mean«4l) 
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As indicated in the table, the urban and rural personnel are relatively equal in educational 
background, years of practice in occupational therapy, years in pediatrics, and ycarr practicing 
in pubUc schools. However, differences were evident in the number of schools served, the 
number of mUes traveled each week, and in the number of children served by each therapist. 

All occupational therapy personnel returning their packets completed the OTNS. The 
participants listed their top five concerns in preservice training and needs in occupational 
therapy service provision in educational settings. 

Table H lists the preservice content areas listed by rural and urban occupational therapy 

personnel. 



Table H 

Preservice Content Area Needs as Ranked by Occupational Therapists 



Urban 

Child development Q7%) 
Communication skills (31%) 
Treatment techniques (31%) 
Writing lEP (26%) 
Advance sciences (26%) 
Consultation skills (26%) 
EvaluationAnterpretation skills (26%) 



Rural 

Evaluation/interpietation (50%) 
Advance sciences (40%) 
Child development (40%) 
Program development (30%) 
Service delivery (30%) 
Communication (30%) 
Educational philosophy/aims (30%) 



The areas noted by both groups as most important include advanced sciences, child development, 
communicatfon skills, knowledge of educational philosophy and aims, evaluation and interpretation 
skills, and writing individualized educational program. 

The respondents also listed needs of occupational therapy service provision in educational 
settings. Table I lists needs as stated by rural and urban personnel. As listed in the table, the 
top 3 needs for both groups arc issues of service provision in terms of caseload size, time, space, 
and money; consultation skills; and continuing education resources. Many other areas of 
overlap existed, although each need had differing frequency from group to group. 

The niral and the urban occupational therapy personnel completed the ATSBS (Appendix 
4). Although respondents had 6 categories of choices (-3, -2, -1, +1, +2, +3) responses were 
grouped into negatWe (-3 -2). neutral (-1 +1), or positive (+2 +3) categories. Data was coded 
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so that negative responses reflected a more narrow, less inclusive view. Responses were 
summarized by grouping items into five content areas (not all items were included in these 
groupings). Figure 1 summarizes the results of five content areas used for summary and 
analysis; students beginning the occupational therapy curriculum were compared to the rural 
and urban therapists. Since this analysis was completed during the first year of the MORE 
project, data for students farther along in their education was not yet available. 

Table I 

Needs in Occupational Therapy Service Delivery 
in Educational Settings as Ranked by Occupational Therapists 



Urban 



Rural 



Consultation skills (42%) 
CaseloadAime^hedule (37%) 
Money (37%) 

Continuing education resources (32%) 

Differentiating educationalAnedical model (26%) 

Service deliveiy (20%) 

Treatment planning sIdUs (16%) 

Establishing academically relevant goals (16%) 

Function as team members (16%) 

Use of aides (paraprofessionalCOTA) (16%) 

Educating about OT (16%) 

Efficient documentation (16%) 

Early intervention (11%) 

Student preparation (11%) 

Assessment toob (5%) 

Advocacy role (5%) 



Caseload/space (100%) 
Consultation (40%) 
Continuing education resources (40%) 
Prioritizing/criteria (30%) 
Service Deltveiy (21%) 

Differentiating medical/educational model (20%) 

Function as team member (20%) 

Use of aides (paraprofessional/COTA) (20%) 

Efficient documenution (20%) 

Treatment planning (10%) 

Establishing academically relevant goals (10%) 

Monitoring students (10%) 

Student preparation (10%) 

Support for single OT (10%) 



Percentage groupings were essentially the same across the groups. Three items had less than a 
20% difference in response patterns across groups: 15 items showed a 20-30% difference: 7 
items showed a 30-40% difference: 7 items showed a 40-50% difference: and 4 items showed 
a 50% or more difference. Figure 2 presents the pattern of differences for the 4 items with more 
than 50% difference. The most striking finding was the large negative response by students and 
rural therapists on item number ten. They reported that they felt occupational therapy does 
have more to offer younger children, when this should not be the case. Perhaps the urban 
therapists had more experience dealing with older students and therefore recognized the 
occupational therapy contribution that can be made. 
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Figure 1 
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■ NeQstlva Reaponaes ■ Neutral Responses ^ Positive Responses 



*3 Teactiers in regular dassroom programs are not prepared to have handicapped 

students placed in their dassroorru 
-1-10 Occi^tional therapy has more to offe^ pre*school and early primary school- 
aged students than to students enroled in seco^'iary educational programs. 
*l 9 Teachers do not understand the basic principles of sensory-motor devek>pment, 
^"28 Regular classroom teachers have Bttle knowledge of occupational therapy 
service. 

A response was considered negative if it reflected a more nanrow or less inclusive view; 
therefore, for each of these questions a >es' response /^as considered negative. 



□ OT Students 



OT Personnel- Rural 



OT Personnel- Urban 
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The CIQ (Appendix 2) has items describing children who have cognitive problems 
(N=: 1 1) and children who have behavior problems (N- 12). Two items described children with 
both cognitive and behavior problems. Percent of responses to each level of classroom 
placement were plotted for the 25 items. Visual inspection revealed that 22 items had very 
similar patterns of choices across the therapist groups, most frequently choosing mainstreamed 
with special classroom help, resources room, and special class placement. The three items that 
generated signilicantly different patterns of response were vignettes about children with 
cognitive difficulties; they could not follow instructions and needed concrete directions and 
materials. 

Classroom Integration Questionnaire (CIQ) Results 

On this questionnaire the students were asked to respond to vignettes describing 
children with a behavioral cognitive, or physically handicapping condition. The students were 
asked to indicate one of five classroom placement options for the cliild being described. 

A. In regular classroom 

B. In regular classroom all day with supplemental materials and advice 

C. In regular classroom part of the day with supplemental materials and advice 
0. In special class all day 

E Not for public education 

The three categories on the CIQ, Physical, Cognitive and Behavioral conditions, will be 
discussed separately. As with other analyses, data are collapsed across like points in time (e.g., 
all semester 1 students' data) to demonstrate potential trends across time. 

Figure 3 presents data on the Physical category. Students in semester 1, 4 and fieldwork 
are compared to OTR's, parents and educators. It is encouraging to see that very few persons 
in any category responded that the children represented in the vignettes should be isolated in 
a segregated program (response D: 10-15%) or outside of public education (response E:0-5%). 
There was also a low number of persons who responded that these children should be placed 
in self-contained special education classrooms (response C: 10-17%), which has been a common 
practice in the past. The majority of all respondents in each group said that children with 
physical disabilities should be placed in regular education, with or without resource assistance. 
This finding suggests that students, parents and professionals are willing to consider integrated 
settings for children with physical disabilities. 

The occupational therapists had a much stronger tendency to choose resource support 
over regular education placement without this support (65% compared to 9% respectively). 
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Perhaps this reflects their awareness that occupational therapists have a significant role in 
making these placements successful; task and environmental adaptations can give a child with 
physical disabilities access to age appropriate life and learning experiences. 

Figure 3 



C!Q- Physical 



100.00 
90.00 -i- 
80.00 -|- 
70.00 
60.00 
50.00 i 




□ Semester 1 ^ Fieldwork § Parents 
■ Semester 4 El OTR's Q Educators 



Figure 4 displays the data for the same groups in relation to the Cognitive category. In this 
instance, students, parents and professionals ' ended not to select the extreme choices. Almost 
no one (0-3%) said these children could aot be placed in some public educaton program; few 
persons (0-12%) said these children could function in a regular education program without 
resource support either. Most considered that these children would require professional 
support to function within the schools. 

The fieldwork students and parents were in most agreement that children with cognitive 
disabilities could function in a regular classroom with resource assistance (43% each). The 
occupational therapists were least willing to select this option. 

Occupationai Therapy Education 
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The occupational therapists and educators were in most agreement that children with 
cognitive disabilities should be placed in self-contained classrooms (52% and 45% respectively). 
Perhaps they reported this because this is the most common pattern of service provision for 
children with cognitive disabilities in the public schools- 



Figure 4 
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Figure 5 presents the data for the same groups in relation to the Behavioral category. 
Students in their academic preparation were the only groups (semester 1 and 4) who had anyone 
willing to segregate these children outside of public education (2-3%). Those students who 
completed a rural school-based fieldwork, othei professionals and parents did not select this 
option. Only a few persons selected a segregated classroom (10-17%); the parents and the 
semester 1 students were most likely to select this option. 

Approximately one fifth of persons across the groups selected regular education for 
children with behavioral disabilities. Students and educators were most likely to select this 
option. 
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Most persons in all groups selected the resources or self-contained classroom option for 
these children. Semester 4 students, the professionals and the parents were all most willing to 
select regular education with resource assistance (46-55%), which is also a common option in 
education presently. Fieldwork students were less willing to select this option. Their school- 
based experiences introduced them to children of all types; a major issue for a student on a 
pediatric fieldwork experience is learning to manage the children*s behaviors, whether they 
have behavioral concerns or not Perhaps this difference is related to their heightened 
awareness of the magnitude of this issue, without the commensurate skill development to 
manage the children as effectively as others. 

Figure 5 
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Attitudes Toward School Based Services (ATSBS) Responses 

The ATSBS (Appendix 4) was completed by preservice occupational therapy students 
and by registered occupational therapists. Some of the items on this questionnaire are worded 
in a negative or restrictive manner, so that a positive response would indicate a negative attitude. 
In these instances, the data were transformed so that negative responses in the analyses 
represent negative or restrictive attitudes. For data analysis, the items were divided into five 
categories: 

Figure 6a General Education for the Handicapped (questions 1, 4, 6, 13, 33) 
Figure 6b Occupational Therapy's Role (questions 10, 12, 18, 26, 32) 
Figure 6c Interdisciplinary Team Work (questions 2, 5, 15, 21, 22, 34) 
Figure 6d Training of Special Educators (questions 3, 7, 19, 24, 25, 28) 
Figure 6e Related Service Issues (questions 8, 11, 14, 20, 23, 27, 29, 30, 35, 36) 

Although the respondents had 6 response choices (-3, -2, -1, +1, +2, +3), for purposes of 
analysis responses were grouped into negative (-3, -2), neutral (-1, +1) or positive (+2, +3) 
categories. More restrictive and less inclusive attitudes were coded as negative in all cases. 

Percentage groupings between students at the beginning and end of their academic 
training were essentially the same in all categories when comparing the negative, neutral, & 
positive responses. Fieldwork students choose the neutral category most frequently in all 
categories except "General Education for the Handicapped". In this category the negative 
response was chosen most frequently. The underclassmen followed this same pattern of choices 
as the fieldwork students did with a similarity rate of 83-90%. 

As students moved through their academic preparation, they slowly approached the 
attitudes of the occupational therapists on the General Education for the Handicapped 
category. Many of these items are worded so that more restricted attitudes would receive a 
positive rating; during analysis these item scores were adjusted so that positive ratings would 
reflect more expansive attitudes. For example, item 4: "Because the law mandates occupational/ 
physical therapy services, school administrators have negative feelings towards therapists", is 
better answered with a negative response, indicating that persons believe that this is not true. 
It is somewhat discouraging to see that occupational therapists reported more negative 
attitudes in this category. 
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It appears that students continue to have more neutral attitudes about Occupational 
Therapy's Role throughout their educational experiences. The occupational therapists responded 
with much fewer neutral responses than the students in this category, perhaps indicating that 
their experiences have led them to more distinct feelings about their roles within educational 
settings.The fieldwork students were also more negative than the occupational therapists about 
their professional role, perhaps indicating their continuing apprehensiveness with their roles in 
the schools. 

The students continued to report more neutral and positive attitudes about Interdisciplinary 
Teamwork throughout their schooling when compared to practicing occupational therapists. 
This area has been emphasized very strongly throughout their educational experiences. 
Occupational therapists who are practicing in the schools presently did not have this emphasis 
when they were receiving their preservice education; their experiences emphasized a more 
clinical, less interactive approach to service provision. Additionally, therapists working in rural 
school settings have less opportunities to participate in team activities because of the distances 
among schools. Perhaps these students will bring a new perspective to rural school service 
provision, and will affect change in the system which supports service provision activities. One 
of the students who participated in the rural fieldwork has already been instrumental in affecting 
change (toward more interdisciplinary and integrated services) in the school which employs her. 

Although the students reported a similar amount of negative attitudes as the occupational 
therapists on the Training of Special Education items, the occupational therapists had more 
positive attitudes than the students. This difference might also be associated with the students' 
lack of experiences with these professionals. 

In regard to the Related Service Issues items, the students became more clear and more 
positive m their attitudes as they gained more knowledge and experiences. The pattern of 
fieldwork students and occupational therapists is identical in this pilot sample. It is encouraging 
to see that related sendee issues are primarily viewed as positive by the occupational therapists, 
and that the students are able to gain this profile as well. 

We also compared semester 1 to semester 4 responses across the three classes who 
participated in the MORE Project. Only Qass 3 obtained the benefit of all the MORE 
materials, since they were being created and revised throughout the project. No differences 
were noted among the classes on General Education for the Handicapped, and Occupational 
Therapy's Role. The students in Qass 3 changed to more neutral and positive responses by 
semester 4 than other classes on Training of Special Education, Interdisciplinary Teamwork, 
and Related Service Issues. 
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Figure 6a 
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Figure 6c 
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Figure 6d 
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Competency Exams Responses 

The Pediatric Competencies (Appendix 6) were developed by the pediatric faculty at 
KU. These competencies were designed to assess the occupational therapy student's general 
knowledge about pediatric issues. The Competency I addresses basic information provided to 
entry-level students in the curriculum such as developmental milestones, the sensory systems, 
reflexes, and developmental theorists. Competency II reflects information taught in the last 
semester of undergraduate classroom study. This questionnaire looks at issues about federal 
regulations, individualized educational plans, assessment, treatment, diagnosis and service 
provision. 

Students demonstrated improvements in knowledge across their preservice educational 
experiences on the Competency tests. Data across classes has been collapsed for these figures 
in order to demonstrate trends; actual within class comparisons are limited due to the length of 
the grant. Within class comparisons are reported in the text when they were possible. 

Approximately half of Cass 1, nearly three quarters (73%) of Qasses 2 and 3, and 100% 
of Class 4 completed Competency exams. All of the fieldwork students (n= 10) completed the 
exams after their fieldwork experiences. 



Competency i 



The Competency I (Appendix 6) consists of 25 multiple choice questions. The questions were 
grouped into five similar areas of content for purposes of analysis. The content areas were 
established by a group of six pediatric occupational therapists. Each therapist was given a copy 
of the competencies, with instructions to assign each question to the one content group which 
they felt best fit the question. 

Content areas created were as follows: Motor Skills Acquired in Development (Acquired), 
The Sensory Systems (Sensory), Developmental Theorists (Theorists), Physical Maturation 
(Physical), Reflex Integration (Reflex), and Newborn. The Acquired content area includes 
items which asked what ages specific speech, and motor skills develop. The Sensory content 
area questions the student's knowledge of the function of the visual, auditory and tactile sensory 
systems. The originators of theories of genetic, cognitive and psychological development are 
included in the Theorists category. The Physical category addresses growth and body changes, 
and the Reflex category asks about reflexes that are commonly assessed. There was a 90 - 100% 
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agreement on all but one question, on which there was 50% agreement (number 24). The 

content areas that caused the split decision (newborn and physical) were combined into one 

category (Physical) and the category of "newborn" was dropped at this point, due to a low 

response rate by the pediatric occupational therapists. Competency I was also modified from 

25 to 24 questions in the final analysis with the exclusion of question number 13 which read: 

Hand dominance usually ocairs around 
a 3-4 years 

b. 4-5 years 

c. 5-6 years 

d. 7-8 years 

It was determined that this question was not an accurate reflection of the students' knowledge, 
as the average accuracy rate of responses of all was 23%. The five content areas consist of the 
following questions: 

Acquired (questions 1, 3, 16, 17, 19) 
Sensory (questions 2, 4, 5, 6, 7, 12) 
Theorists (questions 8, 9, 10, 11) 
Physical (questions 15, 18, 24, 25) 
Reflex (questions 20, 21, 22, 23) 

Figure 7 illustrates the general trend of increased knowledge from the first semester 
through fieldwork on the Competency I test. The Sensorv. Physical a nd Refle2Lcategories show 
consistent grow :h across the preservice preparation. These topics are not only taught in the first 
semester course on development, but are also reinforced in other courses throughout the 
curriculum. It is likely that students obtained information about these categories, and then were 
challenged to use the information in other contexts over their preservice educational experiences. 
Those who had a rural school-based pediatric fieldwork experience also retained this information 
after their fieldwork experiences. 

The Acquired and Theorists c ategories contained content specific to the developmental 
coursework. In examining the graphs, one can see that students gained knowledge immediately 
after the semester 1 course, but lost some of this knowledge after the fourth semester. Without 
using this knowledge, they had a tendency to lose the specific details required on test questions. 
It is interesting to note that students who had a rural school-based pediatric fieldwork 
experience increased their overall scores in these two categories. 
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Figure 7 
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There were some differences between classes. The Physical and Reflex pretest scores 
may be somewhat inflated. Scores reported on the graphs are averages across appropriate class 
groups (e.g., all semester 1 classes) to demonstrate general trends. There were some differences 
between particular classes in these data sets. For example, there were two classes in the 
semester 1 group (fall 88 and fall 89). Their pretest scores on the Competency I test were similar 
for the Acquired. Sensory a nd Theorists c ategoricL (within 5%). They were markedly different 
on the Physical (37% difference) and Reflex ( 32% difference) categories. The class with higher 
scores took the pretest after the semester had begun (in first three weeks) and these topics were 
first on the course schedule. They may have gained some of this knowledge from early reading 
and initial content. Therefore, actual pretest scores may have been lower. In the semester 4 
group (also two classes: spring 89 and spring 90), the Physical and Reflex categories were 
similar, while there were differences in the Acquired (18% difference). Sensory (12% difference) 
and Theorists (26% difference). 
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Within class comparisons revealed that students gained knowledge from semester 1 to 
semester 2 no matter what the pretest baseline score was (average of 29% gain across 
categories). Less gains were noted from semester 1 to semester 4 (average of 12% gain on four 
categories; Acquired category went down in this comparison). This test addressed knowledge 
from the semester 1 development course, so the time between coursework and the semester 4 
posttest may be a factor in this difference. 

Competency II 

The Competency II (Appendix 6) consists of 46 multiple choice questions. For analysis 
purposes these questions were also similarly grouped into six content areas: Regulations 
Affecting School Systems (Regulations), Characteristics of Special Needs Students 
(Characteristics), Service Provision Options (Service Provision), Specific Diagnosis (Diagnosis), 
Treatment Approach (Treatment), Assessment Battery (Assessment), and Classification of 
Diagnostic Traits (Qassification). The content areas were determined by a group of six 
pediatric occupational therapists by the same process that was used to categorize the Competency 
I questions. There was 90 - 100% agreement on category placement of all items except for 
question number 15 on which there was 50% agreement. In checking with the experts it was 
decided that the Qassification and Characteristics c ategories were difficult to distinguish. The 
Classification category was dropped and questions were placed under the category 
' Characteristics ' because of the similarity of the questions. 

Re gulations items address issues such as public laws affecting special education and 
school districts requirements. Characteristic items address behaviors classically associated with 
a specific s>Tidrome or educationally defined group of students. Service Provision addresses 
different models of service provision which would be used by an occupational therapist in a 
school setting. 

Under the Diagnosis. Treatment, and Assessment questions (number 20-46), vignettes 
about children with special needs are presented. The student must then indicate the presenting 
diagnosis, choose an appropriate battery of assessments, and an effective treatment approach. 
The Competency II content areas consist of the following questions: 
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Regulations (questions 1, 2, 3, 4, 5, 6, 7) 
Characteristics (questions 8, 9, 10, 11, 12, 13, 14, 15, 16) 
Service Provision (questions 17, 18, 19) 
Diagnosis (questions 20, 23, 26, 29, 32, 35, 38, 44) 
Treatment (questions 21, 24, 27, 36, 39, 45) 
Assessment (questions 22, 25, 28, 31, 34, 40, 46) 

When the raw data on this section was reviewed, it showed that the students' answers 

corresponded with each other, as well as a small group of practicing pediatric occupational 

therapists, and yet these answers were not in agreement with the keyed choices. However, the 

pediatric therapists agreed on alternate choices as viable treatment and assessment options, as 

there are circumstances in which more than one approach could be appropriate. In the final 

data analysis six questions were eliminated (number 30, 33, 37, 41, 42, and 43) because there was 

not a consensus as to the "best" answer. Seven questions (number 21, 25, 27, 35, 39, 45, and 

46) were keyed to accept two answers. These changes reflected a more accurate picture that 

is consistent with the response of practicing therapists, and is supported by the course 

examinations taken by the students during their final pediatric class, (note: These examinations 

show a strong knowledge base in both assessment and treatment options. Students are required 

to demonstrate their ability to administer two pediatric evaluations and show recognition/recall 

of six other evaluations.) Fieldwork students were also rated well by their supervisors on the 

Fieldwork Performance Report in these areas. All students were rated from 3-5 (good to 

excellent) on a scale from 1-5 by their supervisors. Comments made by supervisors included: 

"Knowledge of treatment and theory a strength. . . " and "assessment is an area of strength. 
»» 

Figure 8 displays overall growth in knowledge on the Competency II test. The content 
for this test is taught primarily in semester 4, so one would expect the semester 1 and semester 
2 scores to be lower and more similar, with knowledge gained at the end of semester 4 and in 
fieldwork. The Characteristics. Service Provision and Diagnosis categories follow this pattern. 

There were two categories (Treatmerit and Assessment ") that showed the largest gains 
after the rural school-based fleldwork experiences. Perhaps the actual experience of providing 
these services is more beneficial to learning than the simulations that are provided in the 
academic program. 

The Re gulations category showed ihe expected pattern of similar performance in 
semester 1 and 2, with an increase after semester 4. However, students who had a rural school- 
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based ficldwork did not retain this level of knowledge. Perhaps the specific information about 
the regulations was not stressed in the fieldwork experiences; this may need more emphasis 
when guiding potential fieldwork supervisors, since knowledge of regulations is important to 
effective school-based practice. 

On the Competency II test, the groups were similar (within 12%) at semester 1 on all but 
two categories. Regulations category had a 21 % difference and Dia gnosis had a 16% difference 
between the two classes. It is unclear why the classes had these differences. In semester 4, both 
classes were within 14% of each other. 

Within class comparisons revealed that each class made gains from semester 1 to 
semester 4 in all areas (average of 23% gain across categories). 



Figure 8 
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SBS Responses 

Responses on the SBS Part I (Appendix 7) were analyzed first by grouping items into four 
content areas: Cooperation with Teacher and Peers (Cooperation), Independent Work Skills 
(Independence), Effective Communication Skills (Communication), and Ability to Attend 
(Attention). Communication items address issues such as speaking clearly and appropriately. 
Independence addresses work/study/time management behaviors. Cooperation addresses 
following rules, sharing materials, participating with group processes, and Attention includes 
listening and concentration skills. 

The SBS part II was eliminated from the final data analysis. This section addressed 
maladaptive behaviors, ranking them as "Unacceptable", Tolerated", and "Acceptable". 
A group of specialists could not concur on like grouping of these items for purposes of analysis. 

Figure 9 summarizes the findings from the SBS Inventory of Teacher Social Behavior 
Standards and Expectations (SBS). Only undergraduate preservice occupational therapy 
students completed this particular questionaire. 

Figure 9a CoopenUion (questions 1, 4, 7, 13, 16, 17, 19, 20, 25, 27, 36, 39, 56) 
Figure 9b Communication (questions 2, 3, 6, 9, 14, 18, 22, 23, 30, 33, 38, 41, 43, 45, 46, 47, 52, 

53) 

Figure 9c Independence (questions 5, 8, 11, 15, 21, 26, 32, 34, 35, 40, 42, 48, 49, 50, 54) 
Figure 9d Attention (questions 10, 12, 28, 29, 37, 53) 

The Cooperation group yielded a slightly upward shift in the critical ratings across the 
educational experiences. The Independence g roup displays a slight decrease in the unimportant 
ratings as the students proceeded through the curriculum. On the Attention i tems, the students 
increasingly rated behaviors as more critical; no items were listed as unimportant during the 
Fieldwork experiences. Perhaps as students gained clinical knowledge and experience and 
were given more direct responsibility for intervention, the issues of cooperation, independence 
and attention became more apparent to them. There were no apparent changes in the 
Communication g roup of items. 
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Figure 9a 



SBS Part I: Cooperation 
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SBS Part I: Communication 
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Figure 9c 



SBS Part i: independence 
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Figure 9d 



SBS Part I: Attention 
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Summaries from Site Personnel 

Parents 

Nineteen of thirty-one parent surveys were returned from the six fieldwork sites (61% 
return). Information gathered from the Family Questionnaire Indicated that most of the 
respondents had 3 children, with 5 people living in the home, they had their own transportation, 
and all had telephones. All families responded that they kept books and magazines in the home. 
Parents frequently read to their children, or their children read independently. Family activities 
were commonly reported. Board games, family outings, t.v. viewing and household tasks were 
shared on a regular basis by all family members. 

Communication was strongly reported between the parents and their children, in terms 
of the children's school work. All families reported that family members usually finished high 
school and that their children indicated a desire to go to college. 100% said their children 
enjoyed school. 

All the fathers and 55% of the mothers in the sample indicated they were employed 
outside the home. Forty-five percent of the mothers were full-time homemakers. Ninety-nine 
% of the parents graduated from high-school; 61% of mothers, and 86% of fathers indicating 
pursuing formal education at some level past high school. Ninety percent of the families saw 
themselves as middle class, 5% as lower middle class, and 5% as upper middle class. All families 
who returned their packets were Caucasian and spoke English as the predominant language in 
their home. 

The children in these families began receiving special services at age 6 or under. Parents 
reported an on-going involvement in their child's educational process. Most frequently cited 
were conferences with the teachers, related services personnel, written reports, and home 
programs. The children were most frequently reported as having motor deficiencies. 

On the PEAQ (Appendix 11), parents indicated that they felt authority was important 
for a classroom teacher to have, but children should be able to point out if a teacher is wrong. 
Parents were evenly split on the topic of discipline (question #10). Parents reported that they 
were satisfied with their child's teacher and the cohesiveness of the school faculty. 

On the CIQ (Appendix 2), the parents most frequently chose response B. "In regular 
classroom all day with supplemental materials and advice". When the questions were analyzed 
by categories, this group placed students described as physically handicapped into the response 
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item A. "In regular classroom" with the highest frequency. The vignettes describing the 
Behavioral a nd Cognitive c ategories were most frequently rated as regular classroom with help. 
Two percent said students with physical handicaps were not for public education, and 1 % made 
the same choice in the Cognitive category. 

Administrators 

Surveys were returned by six of nineteen persons serving in administrative positions 
(32% return). The responses to the Rural Needs f^ducational Survey (Appendix 13) show 
administrators are most concerned with finances, securing staff, providing OT/PT, inadequate 
facilities, long distances, and the small special education populations in these schools. 

Special education professionals are usually recruited from universities. Most related 
services personnel are on staff, or contracted through a hospital. Other ways of obtaining 
personnel included contracting with an agency or private practioner. Thirty-three percent of 
the administrators indicated that 5-10 students in their educational area received occupational 
therapy services, 6%, 25-30 students and 33%, 35 or more students. Most of the respondents 
indicated only 0-5 students were being unserved in their area, one respondent indicated 25-30 
students were unserved due to lack of therapy personnel. Table J lists what the administrators 
described as occupational therapy roles, Table K, pros and cons of hiring vs. contracting therapy 
students and Table L, inservice topics. 



Table J 

Administrative Views on Occupational Therapy Roles 

Fine motor skill development 66% 

Provide support for child's educational program 

(self help, perception, development) 33% 

Evaluation team member 16% 

Resource for staff 16% 

Home program consultant 16% 



All administrators indicated that they would consider hiring a paraprofessional to work with 
their occupational therapist on a limited basis. 
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Table K 

Administrator Views on the Advantages and Disadvantages of 
Contractual and On-Staff Services 



Contract 



Hire 



Pros 



Pros 



33% No supervision required 

16% Time flexible 

16% Less expensive 

16% Quality services 

16% Do not need to purchase equipment 

16% Can contract with agency 



100% Integration of services, availability* and part 

of faculty 
33% Provide in-service 
16% High levelof service 
16% More control of staffTbudget 



Cons 



Cons 



66% Lack of control 

50% More expensive 

33% Unavailable for staff meetings 

16% May not be able to increase time 

16% Little flexibility 



33% Expensive 
33% Personnel issues 
16% Can't always fill position 
16% Cost of equipment 
16% Bound by contraa 



Table L 

Inservice Topics Ranlced by Administrators 



Incorporation of therapeutic techniques in classroom 83% 

Adaptation of classroom activities 66% 

Handwriting remediation 66% 

Qassroom organizational skills for students 50% 

Perceptual-motor skills 33% 

Visual-perceptual skills 33% 

Sensoiy integration 33% 

Positioning 33% 

Evaluation tools 16% 
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Three of six, or 50% of the administrators surveyed completed the TEAQ (Appendix 
11). The ones who chose not to complete it, indicated they felt it was intended for teachers, not 
administrative staff. All agreed with the need for education to be innovative, that progressiveness 
was worth the expense, and that basic academics continued to be emphasized in their 
curriculums. There was agreement that teachers should be respected, and a split on whether 
a student should inform a teacher of being wrong Overall administrators indicated that they 
were satisfied with their jobs, but were split on issues of staff support and cohesiveness. 

Teachers 

Twenty-one of forty teachers (51%) returned the survey packets that were distributed. 
This population reported they were most frequently hired directly through the special services 
department, and recruited through advertising, and college placement services. These educators 
estimated that 0-15 students in their area were served by an occupational therapist. A few 
indicated 35 or more students received therapy services and one person said 25 or more students 
were in need of services, but not receiving them. 

Educators stated that the role of the occupational therapist was to assist the classroom 
teacher with remediation of classroom fine and gross motor with the highest frequency. 
Following closely were the other role descriptions of: help students function independently, 
provide support to parents and faculty, therapy, evaluation, and to act as a resource person. 

The top five concerns of rural special education is depicted in Table M. These concerns 
corresponded strongly with the areas seen as unique to the rural school system. Issues related 
to distance barriers and small class populations are repeated in this section. 



Table M 

Teachers' Concerns in Rural Special Education 



Personnel resources to meet needs 

Providing amount of services needed by students ■ • 

Funding ^ 23% 

Transportation 1^*^ 

Teachers responsible for too many areas 
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Teachers were also asked to rate inservice topics they would like provided by an 
occupational therapist. These are listed in Table N. 



Table N 

Inservice Topics Ranlced by Teaciiers 



Classroom adaptations 61% 

Classroom incorporation of therapeutic techniques 61% 

Perceptual-motor skills 57% 

Visual-perceptual skills 

Student organizational skills 38% 

Handwriting remediation 33% 

Handling 28% 

Sensory integration 23% 

Feeding 23% 

Positioning 23% 



ERIC 



In responding to the TEAQ (Appendix 11), overall the educators indicated that they were 
flexible, supported innovation in the classroom, and felt it was affective to discuss students' 
performance with parents. The teachers felt students had a right to inform a teacher of being 
incorrect. Responses were dispersed across categories on the issues of need for teacher 
authority, and respect. Teachers also indicated mixed responses on the effects of parents 
visiting the classroom during the school day. Most indicated that they experienced job 
satisfaction and faculty support. 
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IMPACT OF PROJECT FINDINGS 
Occupational Therapy Students 

Overall the occupational therapy students who participated in the longitudinal data 
comparisons demonstrated an increase of knowledge skills and positive attitudes as their 
professional studies progressed. This finding is in accordance with the expectation of the 
preservice curriculum and the MORE project. 

The Competency Exams results reflected changes in accordance with cunicular experiences. 
Students gained immediate knowledge in those areas that were specific to a particular 
semester's coursework, but only retained the information if it was used in the next set of 
experiences. For example, the developmental theorists were mastered at the end of semester 
1, but was not reinforced until fieldwork; therefore, scores went down during semester 4 and 
then raised after fieldwork. Students increased knowledge and maintained it in areas that were 
used repeatedly (e.g.. Diagnosis, Service Provision, Reflexes). 

Specially designed teaching activities produced some successful outcomes, as measured 
by the SBS part I. Students decreased their selection of "unimportant" ratings for the 
adaptive behaviors included on this test., as these behaviors are desirable for regular classroom 
instruction. This is important for occupational therapy students to realize before accepting a 
position as a rural-based school therapist because many children with disabilities will be 
integrated into regular classrooms. Understanding which behaviors are expected in the 
classroom increases the therapist's ability to collaborate on common goals with educational 
team members. For example, a child who has difficulty organizing their worksheets and school 
materials, may benefit from an occupational therapy consultation. The teacher and therapist 
can implement strategies to help this child, such as making a "map" of where materials are 
placed on their desk, placing a basket in the classroom for papers to be completed, and one for 
already completed papers. It is imperative that the occupational therapy students begin to think 
in terms of the educational model to work effectively in the rural school systems. 

There was also an increase in some "critical" ratings may reflect the students' 
responses to their newly acquired knowledge about children and classrooms, perhaps causing 
them to overrate certain behaviors as "critical". Students may now be rating a child's ability 
to sit up straight in his seat as "critical" because of the training emphasis placed on proper 
positioning to enhance mo\'ement in a student with physi'^l impairments. The more pronounced 
increase in th'; category by fieldwork students may be related to their own desire for children 
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to behave properly and follow directions, as a result of their first-hand experience in working 
with children at their fieldwork site. Attempting to provide intervention to an uncooperative 
child could cause feelings of frustration and inadequacy in the fieldwork student. This in turn 
could result in the student overrating these behaviors. The students, recognizing the importance 
of cooperation and communication skills in their own personal development, maybe generalizing 
that these skills are "critical" for all persons in the role of student, including childre i in public 



On the CIQ, the students most frequently selected the least restrictive environment 
placements. It appears that curricular emphasis on integrated programming within children's 
natural environments has had an impact on student responses on the CIQ. 

When looking at Attitudes Toward School-Based Services f ATSBS). the students chose 
the neutral response most frequently in all categories. The tendency of the students to choose 
the reutral column could be reflect lack of practical experience in the educational setting, which 
allows the practicing therapist to form clear opinions. Overall, students expressed optimistic 
attitudes about school based services. 

These findings point out several implications for student training. First, knowledge 
attained in coursework appears to be useful for fieldwork experiences. Secondly, students need 
to be made aware that "Mdeal" classroom behaviors are not always critical and children can 
still be taught without a perfect set of behaviors. Furthermore, they have to become aware that 
educational personnel have the responsibility to teach these children. Occupational therapy 
students need to recognize that the occupational therapist plays a key role in collaborating with 
classroom teachers to design strategies to accommodate maladaptive behaviors, third, curricular 
attention to best approaches and attitudes seems to have an impact on student reports and 
performance. It remains to be seen whether these changes alter their practice activities. 

All occupational therapy students who completed MORE fieldworks reported positive 
experiences. The Student Fieldwork Evaluation (SFE) (Appendix 8) allows students an 
opportunity to provide the fieldwork sites and the Occupational Therapy Education Department 
with information about the fieldwork experience. 

The fieldwork students reported that the pediatric coursework provided information 
that was appropriate for the fieldwork experience. The students indicated that they were well 
prepared for their experiences related to growth and development as well as developmental 
disabilities. Several indicated that additional training in behavior management would be useful. 

The fieldwork supervisors completed the Fieldwork Performance Report (FWPR) 
(Appendix 9). The FWPR allows the site supervisor an opportunity to rank the students on a 



schools. 
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scale of 1 (poor) to 5 (excellent) in the areas of performance, judgment, and attitude on 5 1 items. 
These questions address issues such as assessment, treatment, and professionalism. The 
supervisors consistently ranked the MORE fieldwork students high in the assessment, planning, 
and treatment areas. The supervisors also indicated that the students were academically well- 
prepared for the pediatric fieldwork experience. 

Six students participated in research projects as part of the MORE project. The course, 
"Problem Evaluatkjn in Occupational Therapy" promotes undergraduate research experience. 
It is intended for the students to develop a working knowledge of occupational therapy research 
concepts and methods to successfully 1) critically read and abstract professional research 
literature, and 2) produce a research proposal. 

Students propose their research projects in the third semester of study and then 
complete the project in the fourth semester Students are assigned to a faculty mentor and 
presentations to the occupational therapy education department are made at the end of the 
fourth semester. 

The following student research projects were completed as part of the MORE grant. 
Information from these projects is avi liable upon request. 



Becky Baldwin 



Sandra (Strawn) 
Neider 



Comparison of occupational therapists and elementary education teacher's 
attitudes about where special children should be placed with the school 
system. 

A comparison of the attitudes of occupational therapy students in different 
levels of education toward service delivery in rural schools. 



Karen Mycanka A comparison of occupational therapy students ' knowledge of pediatric 



issues. 



Connie (Christian) Comparison of early attitudes of oc cupational and physical therapy 
Keeney smdents toward placement of special children in educational settings. 

Dawn Jackson Comparison of attitudes of rural personnel and education students. 

Marlenc Jimenez Comparison of occupational and speech therapy students toward placement 

of special children in educational settings. 
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Project Sites 



In review of the CIQ results, and in comparing parents, educators, and registered 
occupational therapists, the pattern of responses are similar in all categories. Parents and 
educators place children with physical impairments in the regular classroom more frequently 
than did the occupational therapists. Occupational therapists placed these children in a regular 
classroom with intervention more frequently. A few parents and educators indicated "not for 
public education" as a choice, while none of the occupational therapists chose this option. 

The disparity between the parents/educators responses and the occupational therapist's 
responses, could be indicative of the occupational therapists' experience with people with 
physical disabilities who frequently receive on-going intervention. It is also possible that parents 
and educators may not fully understand occupational therapy's role in the school environment 
and recognize the types of support that can be provided for students to maintain their least 
restrictive placements in regular education. 

On the TEAQ, the parents, teachers, and administrators indicated an overall support of 
each other, and an on-going need for innovations in education. 

Administrators and educators also had similar response patterns on the Rural Needs 
Survey. Distance, low incidence, and difficulty securing/retaining staff were common themes. 
Both groups indicated a desire to receive inservice from occupational therapists, particularly in 
the area of techniques for classroom adaptation. Administrators must inform occupational 
therapists of their desire for this service, and then provide the support which allows the 
occupational therapist to accomplish these tasks. Educators can also communicate their needs 
in this area and indicate speciGc topic areas they would like to their occupational therapist to 
address. The entire staff must then make a commitment to follow through with appropriate 
techniques within the classroom, with follow-up appointments provided by the therapist to 
discuss specific techniques and their outcomes. Occupational therapists must provide inservices 
with administrators and educators on specific areas of interest and devise follow-up plans as 
appropriate. 

Other Educational Programs In Occupational Therapy 



A study by the American Occupational Therapy Association reports that 18% of new 
graduates will accept positions as school-based therapists. (Silvergleit, 1990). This finding 
reinforces the need for pre-service training curriculums to emphasize the skills needed to work 
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in school systems. Therapists need an understanding of educational philosophies and how to 
support students in their educational system. This includes issues of service provision, working 
knowledge of PL 94-142, and PL 99-457, as well as state educational plans, and occupational 
therapy best practice guidelines (provided by AOTA and the State Educational Agencies). 
There are three primary categories of content that must include: an expansive view of the 
service provision process in educational settings, unique requirements and needs of rural 
environments, and methods for implementing an integraTed approach within schools. 

The service provision process is complex and encompasses issues such as who to see, 
when to see them, how frequently services are provided, what tj^e of intervention meets 
demonstrated needs, and when to discontinue the services (Dunn & Campbell, 1990). The 
therapist and educational team collaborate to decide the best possible individualized plan for 
the student. Tiiorough discussion of service provision issues are essential in the pre-service 
curriculum to prepare students for the school setting. Knowledge of the public law is needed 
to make service provision decisions as a team member, and to document activities within the 

parameters of the law. 

Monitoring and consultation as viable service provision options for school-based services 
need to be stressed (see AOTA, 1989 and Dunn & Campbell, 1990). Sometimes OT students 
are taught what these service provision options are, but do not know how to employ them with 
facility resources and other team members. 

Students also need to be prepared for the unique circumstances of rural settings, such as 
long distances to travel and isolation from other professionals. If students were prepared to 
meet these challenges, and had plans established to deal with these situations, perhaps there 
would be less attrition in the rural settings. Pre-scrvice training could address prioritizing 
equipment needs, for administrators, modifying intervention plans to better match space and 
time parameters, devising plans within a team structure and establishing a communication 
network with other therapists, (i.e. join state/national associations, join study group, develop list 
of contact people). New graduates can also be encouraged to negotiate with administrators to 
provide supervision, consultation or mentoring from a more experienced therapist during the 
first year. 

Changes in pre-service curriculums are needed if occupational therapists are to survive 
in rural school systems, and provide quality services. 
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Occupational Therapists in r al Educational Settings 

Occujjational therapy services are provided in the school system because of the provisions 
in PL - 94.142, which was passed in 1975. The authors of this bill were of the belief that all 
children were entitled to a "free and appropriate education, which includes special education 
and related services to meet their unique needs". Therefore they were also aware that some 
children experienced disabflities which would prevent them from benefitting from the traditional 
educational system. These children may require support systems to function within their 
educational environment. Therefore, occupational therapy was included as a related service 
option for school children. 

Service provision models for occupational therapists have been outlined by AOTA. 
Direct therapy is provided to an individual or small group, with intervention occuring at least 
once a week. Monitoring is the direct teaching supervision of others who are implementing the 
therapeutic procedures. Consultation occurs when occupational therapists offer their unique 
expertise to help others in the education system acheive their goals. There are three types of 
consultation: case (focuses on individual student needs), colleague (focuses on needs of other 
professionals in the educational environment), and system (focuses on needs of generic groups 
within the system, such as parents of preschoolers). 

Within these service provision models, therapists have the capacity to teach students 
specific skills, work with others to facilitate generalization, and carry over reinforcment of skills, 
and impact the system to make it more responsive to children with special needs (Dunn & 
Campbell, 1990). These models may be used sequentially or simultaneously. A therapist may 
have different service provision roles as a child's needs change throughout their years in the 
educational system. 

The occupational therapist also has an opportunity to impact the system at the pre- 
assessment level (the period of time after the teacher notices a problem and is trying to adapt 
learning strategies and before referral for comprehensive assessment). Even if the occupational 
therapist is not on the pre-assessment team, the therapist can offer the team intervention 
strategies (see Section II: Preassessment Materials), for specified problems that can be served 
by occupational therapy expertise. Input at this level may decrease need for evaluation and 
educates other team members about the role and unique skills of the occupational therapist. 

Occupational therapists and other team members are also expressing a need to establish 
decision-making criteria for eligibility and intervention planning for occupational therapy 
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services. The AOTA (1989) and Dunn & Campbell (1990) provide methods for making 
consistent decisions in educational settings. Representative materials are provided in Section 
II of this manual. 
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DISSEMINATION ACTIVITIES OF THE MORE PROJECT 
Workshops and Conferences 

1. Kansas Federation for Exceptional Children 
Overland Park, Kansas, November 1987. 

"Occupational Therapy Responds to Changing Needs: Programs for Young Children." 

2. American Council on Rural Special Education (ACRES) 
Monterey, California, February, 1988 

"M.O.R.E. Initial Findings." 

3. American Occupational Therapy Association (AOTA) Annual Conference 
Phoenix, Arizona, April, 1988. 

"Managing Occupational Therapy in Rural Education." 

4. American Council on Rural Special Education (ACRES) 
Ft. Lauderdale, Florida, March, 1989 

"Student Perceptions of Adaptive Classroom Behaviors" 

5. American Occupational Therapy Association (AOTA) Annual Conference 
Baltimore, Marylend, April, 1989 

"Managing Occupational Therapy in Rural Education" 

6. Kansas Occupational Therapy Association Conference 
Olathe, Kansas, April, 1989 

"Managing Occupational Therapy in Rural Education" 

7. International Conference in Special Education 
Vancouver, British Columbia, Canada, May, 1989 
"Managing Occupational Therapy in Rural Education" 
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Newsletters 

Project updates were periodically sent out over the Special Net Bulletin Board, (a computer- 
based information center which sends messages to contracting school system agencies), through 
state and national occupational therapy newsletters and a article printed in the Developmental 
Disabilities Special Interest Section Newsletter, distributed by AOTA Inquiries from persons 
interested in the project were generated through these channels. 
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Meetings with Colleagues 



Meetings were held with a group of grant consultants each June. This meeting was used 
to update the consultants and exchange ideas for the direction the grant should take in the 
coming year. 

A representative from the Therapy In Educational Settings (Project Ties), Sandy Hall, 
visited in the Fall of 1989. She made a site visit of a rural fieldwork setting and met with area 
occupational therapists and educators to learn about Kansas programs. Project Ties is 
associated with the Crippled Children's Division - University Afflicted Program, the Oregon 
Health Sciences University and the Oregon Department of Educational Regional Services for 
Students with Orthopedic Impairment. 



The MORE manuals were developed to provide a concise report of the grant's 
activities, provide an outline for other universities, and to provide current information to rural 
pediatric therapists. 



Articles which were published as a result of grant activities included: 

Dunn, W. (1989). Integrated related services for preschoolers with neurological impairments: 
Issues and strategies. R emedial and Special Education. 10(3), 31-39. 

Dunn, W. & Gray, B. (1988). Managing occupational therapy in rural education (MORE): 
Initial findings. (OSERS Grant No. G008730057). American Council on Rural Special 
Education (ACRES) Conference Proceedings. 

Dunn, W. & Hughes, P. (1989). Managing occupational therapy in rural education (MORE): 
Occupational therapy student perceptions of adaptive classroom behaviors. American 
Council on Rural Special Education (ACRES) Conference Proceedings. 



l\/lanuals 



Journal Articles 
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Hughes, P. & Dunn, W. (1989). Preassessment: An effective tool for the rural therapist. 
Developmental Disabilities Special Interest Section Newsletter. 12(4), 3-5. 

Chapters and Books 

Dunn, W. (1990). Pediatric occupational therapy: Facilitating effective service provision . 
Thorofare, NJ: SLACK. 

Dunn, W. (1990). Integrated related services. In L. Meyer, C. A. Peck, & L. Brown (Eds.), 
Critical issues in the lives of people with severe disabilities . Baltimore, MD: Paul H. Brookes 
Publishers. 

Dunn, W. & Campbell, P. (1990). Components of the service provision process. In W. Dunn 
(EdX Pediatric occupational therapv: Facilitating effective service provision . Thorofare, 
NJ: SLACK. 

York, J.. Rainforth, B., & Dunn, W. (In press). Training needs of physical and occupational 
therapists serving school aged learners with severe disabflities. In A- Kaiser, & C McWnorter 
(Eds.), Critical issues in preparing personnel to work with persons who are severely 
handicapped. Baltimore, MD: Paul H. Brookes. 

Professional Papers Presented 

Decision Making Paradigms in Occupational Therapy 
Faculty Lectureship- University of Wisconsin 
Madison, WI April, 1989 

Consultation as a Therapeutic Strategy 
The Association for Persons with Severe Handicaps (TASH) 
San Francisco, CA December, 1989 

Creating, Designing, and Implementing Effective Interventions in School Settings 
Keynote Speaker for TIES (Therapy in Educational Settings) 
Eugene, OR February, 1990 
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Current Issues in Providing Related Services in the Schools 
Critical Issues for OTs in the Schtxil System Workshop 
Phoenix, AZ February, 1990 



Current Issues in Providing Related Services in the Schools 
East Metro Special Education Coalition 
St. Paul, MN February, 1990 

Therapy Services in Early Childhood Programs: Making 
Effective Service Provision Decisions 
In Celebration of Diversity: 1990 Early Childhood Intervention in Kansas Conference 

Wichita, KS March, 1990 
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SECTION 2 
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SCHOOL OCCUPATIONAL 
THERAPISTS 
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Overview 



Occupational therapists can provide many unique services within school 
systems, and bring an important perspective to the concepts mandated by Public 
Law 94-142, and more recently. Public Law 99-457. In order for occupational 
therapists to be successful within these environments, they must: a. understand 
the priorities and demands of these systems, and b.have the ability to apply their 
unique knowledge and skills to issues that arise within schools. Many occupational 
therapists who are presently working in the schools, did not have the advantage 
of learning about the educational system prior to entering their professional 
careers. 

When occupational therapists work in rural public schools, they face 
additional challenges. The schools are more spread out, and and the students are 
fewer in number; therefore the therapist is responsible for a wide geographical 
area, and frequently must work alone. Therapists in these situations may feel that 
they do not have adequate access to current information which would enhance 
their ability to provide effective services. 

The Occupational Therapy Curriculum at the University of Kansas 
recognized that these issues were pertinent to many midwest public school 
programs. They obtained funding from the Office of Special Education and 
Rehabilitation Services (OSERS) to investigate these issues and create learning 
opportunities so that future occupational therapists will leave their academic 
preparation more prepared to address these challenges successfully (project 
entitled: Managing Occupational therapy in Rural Education-MORE). During 
this process they also obtained information from midwest occupational therapists, 
administrators, teachers and parents, which was used to determine critical 
content for the learning experiences. 

These resource materials were formulated during the MORE Project to 
address the topics/issues the professionals identified as important. Occupational 
therapists who work in the public schools, and especially those who serve rural 
locations will find the materials very useful. 
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Preassessment Materials 



A critical issue for the rural school-based occupational therapist is the ability to obtain 
appropriate referrals. Many times the other professionals in the school do not understand what 
the occupational therapist has to offer to the problem solving process. Referrals in these 
situations tend to be more general, and frequently are in more abundance than they need to be. 
The occupational therapist then faces the dilemma of how to address all the assessments and 
still continue to provide intervention for those students who have already been identified. It is 
a poor use of resources to have professionals conducting assessments on many students who 
ultimately do not have problems which interfere with their education. 

Many school districts have created a mechanism to address this problem. The mechanism 
is useful (in Kansas it is called the Preassessment process) because it addresses not only the 
inappropriate referral problem, but it also acknowledges a core principle of PL94-142"that of 
Least Restrictive Environment. When a teacher has a concern about a student's learning 
strategies, the teacher can bring these concerns to a team of colleagues for assistance (the teams 
are usually made up of other classroom teachers, and one or two others such as a special 
education teacher, the principal). This team collaborates with the teacher to identify alternate 
strategies which can be implemented within the classroom to address the problem. They also 
provide support as necessary to insure that the teacher can carry out the alternate strategies 
successfully. If the problem is resolved, the student stays within the regular classroom, and there 
is no need to pursue a comprehensive assessment. The advantages are that teachers learn many 
new ways to manage classroom problems, and students receive support to remain within the 
least restrictive environment. The Kansas State Plan for Special Education (KSDE, 1987) 
defines this process: 

Preassessment is the first phase in determining whether the educational needs of a student can be met within 
the regular classroom. . . (it) provides supports and assisuncc to regular classroom teachers so that they may 
deal effectively with students who exhibit learning and/or behavior differences. . . no child can be labeled as 
exceptional until the multidisciplinaiy team has documented that the child had an opportunity to have 
learning experiences appropriate to his/her age and abilities, and that the child's learning potential has not 
been achieved in the regular cla^room environment (p. 10) 

Occupational therapists have a lot of unique knowledge to contribute to the Preassessment 
process, especially in regard to task and environmental adaptation. By providing this input, 
students can be supported within their classrooms, other colleagues learn about occupational 
therapy knowledge, and referrals can become more focused on students with more significant 
difficulties. The following article provides information about preassessment strategies for 
children with neurological impairments; common referral complaints and alternate strategies 
are offered. It can provide a useful first step in developing an active preassessment process. 

Integrated related services for preschoolers with neurological impairments: Issues and strategies, 
Winnie Dunn. RASE, v. 10(3), pp. 31-39. This article is reprinted with permission. 
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Feature Article 



Integrated Related Services 
for Preschoolers with Neurological. 
Impairinents: Issuer and Strategies 



Winnie Dunn 



Occupational ami physical therapy art considered related 
services for scbool^age children under the proirisions of 
P L 94-142, and this provision has recently been ex- 
tended to preschoolers under Part B of P,L 99-457. This 
means that therapists are part of the educatioeiol team 
for all children who require this expertise to profit from 
educational experiences. Clarifying the therapist's role 
and how to implement it have been difficult processes for 
a number of reasons, including lack of knowlmige about 
what therapists might be able to contribute to educaiional 
e:iq)eriences and how to incorporate their expertise into 
the learning process. This article presents an introduction 
to the contribution that related service professkmals can 
make to the learning of children with neurological 
impairments and reviews research shotting the positive 
effects of a number of therapeutic strategies that have 
been reported in the literature. Methods for integrating 
therapeutic strategfes into teaming experiences and issues 
for future consideration also are presented. 



THE ORIGINAL PROVISIONS of P L. 94-142 desig- 
nate occupational and physical therapy as related 
services to programs for school-age children. With the 
recent extension of P.L. 94-142 provisions to 3- to 
5-year-olds, occupational and physical therapy are now 
also considered related services to educational programs 
for preschoolers. This means that therapists are part of 
the team for all students who need these services to 
profit from their educational experiences. It also mearis 
that only those problems that affect learning may be ad- 
dressed as part of the educational program. Those needs 
that are therapeutic bur that do not affect learning are 
to be addressed in other settings (e.g., hospitals). When 
designing individualized programs for preschoolers with 
neurological impairments, team members must consider 
those student needs that might effectively be addressed 
with occupational and physical therapy input. It is espe- 
cially critical for team members to recognize oppor- 
tunities to utilize this expertise within the established 
preschool curriculum. 

Kemcdisd and Special Education 



However, related services arc frequently underutilized 
in preschool programs; utilization has been difficult for 
several reasons. First, related service professionals fre- 
quently are not adequately prepared to provide services 
within a natural environment such as a preschool class- 
room. Historically, it has been more common for thera 
pists to apply a medical model approach and focus on 
individual needs in an isolated setting. When the en- 
vironment and its specific demands are unfamiliar, it 
becomes difTicult to plan effective strategies for that en- 
vironment. Second, educato-^ are frequently not aware 
of appropriate referral critc.^t for related services, and 
therefore this potential resource goes untapped Educa- 
tors would profit from additiorul information regarding 
the knowledge and skills of therapists as a means of 
establishing more effective partnerships. Third, many 
preschool programs for children with handicaps continue 
to be segregated from programs for typical children, 
despite the growing body of evidence documenting the 
efficacy of integrated preschool programs (Campbell, in 
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press) (sec Note 1). Program segregation both alters the 
type of opportunities avaUabIc to preschoolers with 
handicaps and perpetuates an environment that supports 
isolated service provision models. Finally, many arc 
unable to find therapists to serve their programs. Service 
needs arc expanding without commensurate growth in 
the number of available therapists* The purposes of this 
paper arc to review recent literature regarding effective 
therapeutic interventions for children with neurological 
impairments* to introduce several successful methods 
for combining related service and education models, t^d 
to suggest directions for future practice, research, ind 
policy development. 



Models of Integrated Related Services 

A number of authors have proposed models for ser- 
vice provision in schools (e.g., American Occupational 
Therapy Association. 1987; Stemat, Messina, Nictupski, 
Lyon, & Brown, 1977). Stemat et al. (1977) described 
a dichotomous model with isolated therapy occurring 
when therapists pull students out of classrooms for in- 
tervention, and integrated therapy occurring within the 
classroom in collaboration with teachers. The American 
Occupational Therapy Association (1987) describes a 
continuum of services that includes direa treatment, 
monitoring, and consulut^on. Direa treatment is util- 
ized when the ther^ieutic techniques needed to address 
problems can safely be carried out only by the therapist. 
Monitoring is used when the ther:^ist supervises spe- 
cifically designed intervention as it is carried out by 
others (e g , teachers or aides). Through regular contaa, 
the therapist ensures that techniques are carried out 
properly within the context of other learning activities. 
Consultation involves therapists using their expertise to 
collaborate with other team members to design learn- 
ing experiences that Incorporate important philosophical 
considerations and that also meet the goals of the con- 
sultee. The therapist docs not supervise activities de- 
signed during consultation, but rather collaborates to 
plan a manageable strategy for which the consultee holds 
responsibility. Monitoring and consultation in this model 
correspond to integrated therapy as described in Ster- 
nat a al/s (1977) model. However, direa trcaunent docs 
not have to be provided in an isolated manner; the 
therapist can provide these services within learning ac* 
tivities and environments whenever possible (Campbell 
& Dunn, 1989). The continuum model enables the team 
to design a more closely fitting intervention program to 
meet children's needs. 

Integrating related service expertise into learning ac- 
tivities embraces the concepts of providing intrinsic 
motivation and purpose for tasks (Clark, 1979; Fidler & 
Fidler, 1978; West, 1984). Ocaipational and physical 
therapists work toward increased independence within 
their program planning, but frequently have fallen short 
of integrating those plans into educational needs and 
strategies. In an attempt to investigate the effectiveness 
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of HKXlels, Gian<{reco ( 1 986) contrasted isolated and inte- 
grated therapy models in a study in which he observed 
the ability of a student with multiple handicaps to ac- 
tivate a microswitch. During the isolated condition, the 
therapist spent 30 minutes working on joint range of 
motk:>n, reduaion of tone, and facilitation of movement; 
immediately after this session, the teacher worked on 
activation of an adapted microswitch. During the inte- 
grated therapy condition, the teacher and therapist col- 
laborated to design a method for incorporating facilita- 
tton and tone reduaion techniques into the mkrroswitch 
activation activity. The student performed significantly 
better during the integrated therapy condition, suggest- 
ing that this strategy may be the best use of professional 
and student time. The value of the collaborative process 
must not be underrated; educators and cherapists alone 
tend to rely on their own areas of expertise to solve a 
problem (Giangrcco. 1 986), when, in faa, the best solu- 
tion may require a combined strategy or may evolve 
from the act of sharing expertise (Campbell, 1987a). 

In order for team members to collaborate on inte- 
grated programming, a change in the professional s ap- 
proach to the team process must occur. Since the stu- 
dent is the focus of attention, goals must not reflect a 
single discipline expertise, but rather must address per- 
formance of that student within the appropriate learn- 
ing context (CampbeU, 1987a; Dunn, 1987; Rainforth & 
York, 1987). Several authors also suggest that behaviors, 
responses, and movements must be functional to war- 
rant programming (e.g., Campbell, 1987a; Dunn, Camp* 
bell, Octter, Hall, & Berger, 1989; Rainforth & York, 
1987). Behaviors arc functional if they faciliutc useful 
interactions within the environment or approximate 
greater independence in appropriate life rn^ks (see >' 
2). The planning and implemenution process is dirccicu 
at creating strategics that succcssfiilly combine discipline 
expertise into functional skill development in natural en- 
vironments. Professionals identify appropriate levels of 
training and supervision for the program plan to be safe- 
ly implemented. Rainforth and York (1987) suggest 
several guidelines for integrating related services, Thty 
recommend that, in addition to traditional assessment 
procedures, a designated team member conduct an in- 
ventory of the environment and observe the student 
carrying out functional tasks within that environment. 
Planning occurs through collaborative discussion, and 
intervention is carried out by the team member who is 
most frequently present in the specified environment 
(e,g,, the teacher), Campbell and Wetherbee (1988) and 
Hunt, Goetz, and Anderson (1986) found that Individ- 
ualized Education Programs (lEPs) in settings that util- 
ized an Integrated Programming Team model were more 
functional in nature. Hunt ct al. (1986) used a prede- 
signed format to compare the lEP goals of 18 students 
in segregated schools with the lEP goals of 18 students 
in general public schools. The parameters used were age- 
appropriate materials and tasks, use of basic, critical, and 
interactive activities, use of multiple natural settings. 
Overall lEP quality wns significantly better for the inte* 
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grated group on these parameters. Campbell and Wether- 
bee (1988) used the same judgment parameters in their 
study but compared lEPs before and after an Integrated 
Programming Team experience. They found significant 
increases in functionally oriented objectives and some 
increases in the age appropriateness of objectives. Teams 
still needed to improve use of critical, interaaional, and 
gcneralizabic activities. More study is needed to iden- 
tify successful team characteristics and strategies. 

The use of integrated strategics appears to hold promise 
for positive functional outcomes for children. In order 
for integrated strategies to be the intenrcntton of choice, 
professionals must be more aware of what contributions 
can be made by related service personnel and how this 
collaboration can be put into practice. 



Establishing Successful Integrated Related 
Service Strategies 

Therapists have in-depth knowledge of the ncurobio- 
logical system, which enables them to recognize the 
impaa of specific impairments on movement and stabili- 
ty. This know .edge can be used in a variety of ways to 
support developmental and learning tasks. For example, 
therapists might use this knowledge to design effective 
positioning and handling strategies that minimize the 
'ffects of abnomiai tone and enable the child to exper- 
ience the environment in a more productive way (Harris 
& Tada, 1983). 

For children who have neurological impairments, 
related service expertise is most commonly associated 
with sensorimotor development, postural control, ac- 
tivities of daily living, and environmental adaputions. 
deQuiros and Schrager (1978) and Ayrcs (1980) hypothe- 
size that there arc significant relationships among sen- 
sory processing, postural control, and children's abilities 
to interact effectively within their environments. A few 
studies have been conducted to investigate the useful- 
ness of specific therapeutic strategies in facilitating 
development. Kuharski, Rues, Cook, and Guess (1985) 
and Ottenbachcr, Shon, and Watson (1981) demon- 
strated that controlled vestibular input improved motor 
performance in children with multiple handicaps; Camp- 
bell, Mclncmey, and Cooper (1984), Barnes (1986), and 
Campbell and Stewart (1986) used specific neuromotor 
procedures to increase functional movement patterns; 
Campbell (1 987b) presented a number of integrated ser- 
vice strategies for children with multiple handicaps; and 
Anderson^ Hinojosa, and Strauch (1987) discussed the 
combined use of play and neuromotor procedures to 
facilitate developmental skills. These findings provide 
insight regarding which strategies successfully address 
specific problems and identify interventions that might 
successfully be applied to classroom situations in future 
practice and research efforts. 

Sensory Techniques. A therapeutic technique thera- 
pists frequently choose involves activation of sensory 
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mechanisms. Proper processing of sensory input 
underlies the development of accurate maps of self and 
environment (Ayrcs, 1980). These naps, in turn, enable 
the individual to organize, plan, and carry out effeaive 
movements of body parts in spukcc. When sensory input 
is distorted or unreltable, it becomes more difficult to 
create efficient movement. Kuharski et al. (1985) con- 
duaed a sifigk-subject multiple baseline study with three 
preschoolers who had severe handicaps to determine 
the effects of controlled vestibular stimulation (in this 
case, spinning a designated number of times, in a desig- 
nated uirection and speed while positk^ned upright and 
sidelying) on the children's ability to acquire and main* 
tain a symmeuical and erea sitting posture. Their find- 
ings revealed that controlled vestibular input facilitated 
more overall erea sitting posture in the subjects but that 
inconsistencies in individual performances persisted. 
Ottenbacher et al. (1981) also studied the use of vestib- 
ular stimulatton, but used a treatment and control group 
design with 38 children with severe handicaps. Services 
were provided for approximately 2 hours per week for 
1 3 weeks, with the treatment group receiving both con- 
trolled vestibular input and sensorimotor activities, and 
^e control group receiving only sensorimotor activities. 
The treatment group demonstrated significandy better 
performance on postural and reflex integration and on 
motor milestone acquisidon as tested by the Peabody 
E>evelopmental Motor Scales. These studies suggest that 
sensory stimulation techniques such as these may suc- 
cessfully be used as a preparatory activity to other 
classroom tasks. For example, with better erea sitting 
and postural control, a young child may be more able 
to engage in tabletop tasks or eating, whk:h require these 
background skills for more tndependeru task performance. 

JPoMure and iMdmement When a child is posittoned 
properly, less effort is required to maintain the body 
against gravity, and so it becomes easier to attend to a 
toy. the teacher, or other students (deQuiros & Schrager, 
1 978). For example, a child who cannot extend the arms 
because so much effort is needed to hold up the head 
and trunk will be unable to play with a movable toy on 
the table or |X>int to a picture on a communication board 
(Campbell, 1987b). Therapists also use their knowledge 
to facilitate adaptive movement patterns, allowing the 
child to interact more effectively in the environment. 
Creation of a strategy to allow the child to move about 
in the classroom or school widens the scope of environ- 
mental exploration; such a strategy can include crawl- 
ing, use of a scooter board, walker, or wheelchair, as 
well as walking, and must match the specific abilities of 
each child within the learning environment. 

Reaching is a functional pattern of movement needed 
for many school activities and is therefore frequently the 
focus of attention for both therapists and teachers in in- 
dividualized programs of children with neurological im- 
pairments. Campbell et al. (1984) designed a specific 
neuromotor technique to support the acquisition of 
reaching in a preschooler with multiple handicaps, and 
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trained all classroom personnel to use the technique and 
record data on successful reaching throug^Kxic the school 
day. They found that the child acquired the skill of 
reaching more quickly during some activities (e.g., circle 
time), and hypothesized that task motivation is a variable 
that is critical to the success of therapeutic inten^ention. 
Their hypothesis was supported in another case study 
in which an older student received various types of re- 
inforcement for reaching to activate a mkrroswitch. Rock 
music produced more reaching than vibration, activa- 
tion of a fian, or other music (Campbell ci al., 1984). 

Barnes (1986) utilized upper extremity weight bear- 
ing as a therapeutic technique to improve functional 
reach-grasp-rclcase motor movements* The investigator 
operationally defined eight subskills that constitute suc- 
cessful movement and recorded the presence of Uicsc 
components during aaivity. Upper extremity weight 
bearing was introduced as the intervention in the rever- 
sal design. The investigator documented that during the 
weight bearing condition, more components of the 
reach'grasp and release pattern were present. When an 
individual bears weight on a limb, specific joint recep- 
tors arc stimulated to increase body awateness* Weight 
bearing can easily be incorporated into classroom rou- 
tines to facilitate better interaakm with the environ- 
ment. Campbell and Stewan (1986) added a functional 
component to their study of reaching by allowing the 
toddler with hemiplegia to selea from several activities 
that all required scooping. Researchers collected data on 
the components of movement that were necessary to 
reach and scoop. By reinforcing successive approxima- 
tions of the desired movement pattern, the toddler*s per- 
formance improved. Reaching is a desirable behavk>r for 
educational tasks; the combination of therapeutic tech- 
niques and classroom activities may enhance the per- 
formance outcomes. 

Play experiences designed to increase spontaneous in- 
teractions with the environment and to practice move- 
ment skills are commonly a pan of the therapist's inter- 
vention strategies (Florey, 1981) and arc also an integral 
pan of preschool programs. Anderson et al. (1987) pro^ 
pose an intermingling of neuromotor handling tech- 
niques and play, since play is an important pan of young 
childrcn*s Uves. Sparling, Walker, and Singdahlscn (1984) 
combined play, an, and drama activities for children 
with neurological impairments and reported improved 
dcvclopmeniaJ skill acquisition. However, lack of pre- 
testing suggests tiiat one must use caution in interpreting 
these results. Since play is used by both teachers and 
therapists, it may be an excellent focus of attention for 
collaborating on intervention strategies. 

Activities of DaUyUving. Therapist knowledge is 
also applied to daily life tasks, including eating, personal 
hygiene, and dressing, each of which requires a com- 
plex pattern of motor and cognitive skills for task com- 
pletion. Oral-motor dysfunction, a frequent correlate of 
neurological impairment, interferes with the mastery of 
eating skills, and is commonly addressed by related ser- 
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vice personnel. Eating requires reach and grasp to obtain 
food or use a utensil, and bringing the food to the 
mouth; it then requires a series of oral-motor movements 
to close the lips, move food in the mouth, and swallow. 
Muscle facilitation and control techniques are designed 
to enable a young child to panicipate in as many com- 
ponents as [>ossible during mealtime. Over time, the goal 
would be to decrease suppon and increase independent 
or ad^ed task performance. Sobsey and Orelove (1984) 
addressed lip closure and chewing problems in children 
with severe handicaps by providing desensitization to 
the skin surfaces and facilitation of oral musculature. 
They found that daily use of these procedures (10 to 1 5 
minutes prior to meal) resulted in l)etter lip closure and 
less spilling from rhe mouth. Chewing results were 
equivocal, being dependent on food types presented to 
the child. 

A similar neurophysiologjcal procedure was used by 
Jones (1983), but was combined with behavioral contin- 
gencies (the experimenter ignored the children *s avoid- 
ance behaviors toward food offers) to immediately 
introduce solid foods to children with mental retarda- 
tion. The combined neurophysiological and behavioral 
program was successful in getting 8 of 10 children to 
accept solid foods after 1 5 meals. In a comparison group, 
Jones (1983) withdrew sensory and neuromotor proce- 
dures when avoidance was exhibited, while increasing 
food textures over the course of the study. Only 2 of 
10 subjects accepted soUd foods in tiiis condition. This 
investigator confounded this study by combining a 
number of procedures in such a way that causality is dif- 
ficult to determine. 

Jaw control and neurophysiological facilitation also 
proved to be successful strategies to increase mr-^h 
Closure and therefore decrease drooling after unnK. 
in a child with a severe handle^ (Ray. Bundy , & Nelson, 
1983). These studies suggest that useful therapeutic 
techniques can be created by therapists to support and 
faciliute effective eating patterns, Corrca application of 
these techniques to the daily meal or snack routine re- 
quires careful planning, but can lead to improved func- 
tional skill. 

Envii'oamcnt, Consideration of environmental var- 
iables is also an important contribution of related service 
personnel. It is in the best interest of children when 
professionals identify a balance between interventions 
that increase functional skills and assistive and adaptive 
devices that make new learning opportunities possible 
(Campbell, in press). There are times when a change in 
the environment itself .an provide better support for 
children's learning. For example, repositioning of fur- 
niture in a classroom would enable a child in a wheel- 
chair or with a walker to move about the classroom 
without assistance. In other cases, adaptations of per- 
sonal learning devices or body positioning equipment 
can be fabricated to support functional task p)erfor- 
mance. For example, a therapist might fabricate a hand 
splint to support wrist extension, which would allow 

Volume 10 Issue 3 May^unc 1989 



finger movement fcr manipulation tasks, or may create 
an adaptation of a microswitch, which would encourage 
good movement patterns for activntion of the toy, upe 
recorder, or computer. Some adaptations arc simply car- 
ried out by classroom personnel while others require 
a collaborative effon. Examples of simple adaptations 
that can be made to try to accommodate for frequently 
observed problems in the classroom are shown in Figure 
1. If adaptations such as these are unsuccessful, col- 
laboration with a therapist may be necessary. More ser- 
ious concerns warrant immediate therapist involvement. 

Environmental adaptations may suppon a wider variety 
of life experiences and more independent interactions. 
Caregivers have reported that after individually designed 
adaptive equipment was introduced, children demon- 
strated improved motor, self-care, and <> / ^' skills (Hulmc, 
Gallacher, Walsh, Niescn, & Waldrc : '7; Hulme, 
Schulein, Hulme, Poor, & Pezzino, 198^;. Mer studies 
employed direa behavioral observation to determine 
effectiveness of adaptive devices for supporting im- 
proved lunaional life tasks (Hulme et al., 1987; Trcflcr, 
Nickey, & Hobson, 1983). Hulme et al. (1987) report im- 
proved posture, head control, and grasp with the intro- 
duction of an adapted scat. Trcfler et al. (1983) found 
better head and trunk control, purposeful gross motor 
movements, and eating after individualized adaptive 
devices were introduced. 

tat tcc^hnological advances also afford persons 
with physical limiutions access to many learning ex- 
periences that heretofore were inaccessible. Related ser- 
vice personnel combine knowledge of the child and the 
environment to apply technology to developmental 
needs. Microswitches are especially useful for class- 
rooms, because they can be atuched to body parts, toys, 
or computers and can provide immediate reinforcement 
or feedback regarding behavior (York, Nietupski, & 
Hamre-Nietupski, 1985). For example, Maloncy and 
Kurtz (1982) connected a mercury switch secured on 
the head to a cassette tape player, so that when the stu- 
dent kept the head erect, music would play. Only some 
of the subjects showed changes with this contingency. 
Similar findings occurred in studies by Walmsley, Crich- 
ton, and Droog (1981) and Leiper, Miller, Lang, and 
Herman (1981). In each case, 3 of 5 subjects improved 
head control with auditory feedback. Perhaps this tech- 
nique would be more effective if it were incorporated 
into a goal directed learning activity to provide a func- 
tional purpose for holding the head up. Horn and War- 
ren (1987) provided a pilot test of this possibility by suc- 
cessfully teaching two toddlers with multiple handicaps 
to activate a mechanical toy, rather than using music. 

The studies reviewed in this section provide very 
preliminary evidence that carefully designed therapeutic 
interventions can affect skill acquisition. As effective in- 
ter\Tntion5 are demonstrated, professionals must estab- 
lish a plan for incorporating this knowledge into prac- 
ticc. As a related service, therapists must implement 
strategies with demonstrated success and create and 
evaluate new strategies, with special emphasis on those 
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that can be incorp>orated into preschool and home ac- 
tivities. Collaboration with teachers and other team 
members provides an exccUcnt mechanism for establish- 
ing the relevance and appUcabiUty of the strategy. Since 
further evidence is still needed, careful documentation 
of integrated related service efforts can be used to fur- 
ther clarify the issues. Familiarity of educators with the 
expertise of occupational and physical therapists, as well 
as awareness of the contribution of related service ex* 
pertise to functional performance, will facilitate the 
process as well. 



Support for Practice, Research, and Policy 
Development 

As more young children with neurological impair- 
ments attend community preschool programs, it is likely 
that occupational and physical therapy services will be 
more commonplace in these centers. It is important for 
educators to understand the ^jcdalizcd expertise offered 
by these related service professtonals, so that appropriate 
referrals and successful collaboration can occur to meet 
the children's specialized needs. The goal of these efforts 
must be to consider the child as a whole person ready 
to engage in age-appropriate activities' within these en- 
vironments, rather than as a child with motor, sensory, 
or cognitive diffiailtk:s. Professtonals must actively study 
the hypothesis that integrating therapeutic techniques 
into nanirally occurring activities will produce more gen- 
eralizable outcomes than isolated strategics might pro* 
duce. Although initial evidence indicates that this hy- 
pothesis is correct, much more evidence is needed to 
substantiate these findings and to further clarify the 
parameters that create the most successful outcomes. 
Professionals must be willing to both plan innovative 
intervention strategies and document outcomes of the 
intervention process as one mechanism for analysis and 
interpretation of findings. 

Formal research is needed in several areas. Efficacy 
studies are needed to clarify which strategics yield 
optimal functional outcomes. Theory testing is needed 
so that decision-making frameworks* can be cor^structed. 
Studies examining attitudes toward various intervention 
approaches will enable professionals to create strategies 
that will be used in rutural contexts. Many research 
designs can be used to address these concerns. 

First, naturalistic, or qualitative, studies are needed 
(Odom & Shuster, 1986; Schmid, 1981; Stainback & 
Stainback, 1984). As Odom and Shuster (1986) state, "A 
naturalistic investigator attempts to capture the behavior 
of individuals in every day (i.e., natural) settings and view 
the world * through the eyes* of the individuals in those 
settings. The emphasis is to capture the whole of a 
phenomenon in question. . /' (p. 70). Panicipant obser- 
vation and interviews arc common qualitative techniques 
(Odom & Shuster, 1986; Schmid, 1981). Studies that 
produce clear descriptions of the complex patterns of 
behavior that occur as children evolve from dependence 
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Possibitt adaptations'* 



Poor lunch skills/behaviors 



Poor toileting skills 



Can't stay in seat; fidgety 



Clumsy in classroom/halls: gets lost in building 



Can't get on or off bus independently 



Cant get jacket/coat on/off 



Drops materials; can't manipulate books, 
etc. 



Poor attention, hyperactive, distractible 



Poor pencil/crayon use 



Poor cutting skills 



Unable to complete seatwork successfully 



Loses personal tMlongings; unorganized 



Doesn't follow directions 



Provid* a wheeled cart to carry lunch tray 
Provicto large-handled utensils 
Clamp lunch tray to table to avoid slipping 
Serve milk in sealed cup with straw 

Provide a smaller toilet 
Provide looser clothing 
Provide a step stool for toilet/sink 

Allow student to lie on floor to work 
Allow student to stand to work 

Provide lateral support to hips or trunk (e.g., rolled towels) 
Adapt sttat to correct height for work 
Be sure feet are flat on floor when child is seated 
Provide more variety in seatwork 

Move classroom furniture to edges of room 

Send student to new locations when halls are less crowded 

Provkle visual cues in hall to mark locations 

Match student with partner for transitions 

Allow student to back down stairs 
Provklo additional, smaller steps 

Place in front of student. In same orientation each time 
Provide larger size for easier handling 

Place tabs on book pages for turning 

Provkle small containers for items 

Place ail items for or© task on a Ijnch tray 

Otcrease availability of distracting stimuli (e.g., visual or 
auditory) 

Provide touch cues only when student is prepared 
Touch student with firm pressure 
provkle frequent breaks in seatwork 

Use triangle grip on pencil/crayon 

Use fatter writing utensil 

Provkle larger sheets of paper 

Provide paper without lines 

Provide paper with more widely spaced lines 

Provide adapted scissors 

Provide stabilized paper (e.g., tape it down, use large 
clips, C^lamps) 

Provide larger spaces for answers 
Give smaller amounts ot 
Put fewer Items per page 
Give more time to complete task 
Chanoe level of difficulty 

Make a map showing where items belong 
Collect ail belongings and hand them out at the 
beginning of each activity 

Provide written or picture directions for reference 
Provide cassette tape of directions 
Al'^w student to watch a partner for cues 



Rgurt 1. Classroom adaptations to be considered for common related sen^ice referral complamts prior to com- 
prehensive assessment. -More serious problems usually require immediate Involvement of the occupational 
and'vr physical therapist. "If these strategies are unsuccessful, involvement of the occupational or ohvsical 
therapist is appropriate. ^ ^ 
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to independence are needed, and can be adequately ad- 
dressed through qualiutive methods. A great deal of 
collaboration is necessary in qualitative studies to be sure 
that as dau are collected, definitions are consistently 
applied to settings, behaviors, and persons. However, 
Schmid (1981) cautions: **Qualiutivc research method- 
ologies arc not compatible with all research questions, 
but the fact that this research approach is available 
enables the researcher to ask questions concerning the 
complexity of human phenomena*' (p. 106). 

Other authors believe that single subject designs also 
provide an opportunity to systematically observe and 
record changes in behavior (McReynolds & Thompson, 
1986; Ottenbacher & York, 1984). The advanugcs of 
single subject designs include mechanisms for contou- 
ous assessment, the ability to alter intervention baseo 
on ongoing interpretation of data, and the ability to 
study heterogeneous problems without contaminating 
findings. Single subject designs can successfully be ap- 
plied to intervention studies within natural environ* 
menis, and therefore are maa^geable for teachers and 
therapists (Ottenbacher, Johnson, & Hojem, 1988). 

Siege! and Young (1987) argue that classic group de- 
signs can be applied to intervention efficacy with suc- 
cess equal to that obtained via single subject designs. 
They argue that although many focus on the statistical 
results of group comparisons, interpretation of behavioral 
- : .W results arc also appropriate. Inter- 
acuons among variables within the study firequendy play 
a significant role in the outcomes. Generalizability of 
findings from a significant group outcome is sometimes 
more possible than from a vcr>' ipecialized case. Group 
designs can be used to identify more effective strategies 
among choices available. A confluence of ideas from all 
of these research strategies will assist professionals in 
creating successful learning environments for children 
(Dunn, in press), 

Vocltz and Evans (1983) surest that three major ques- 
tions must be addressed in order to adequately address 
the efficacy of intervention programs. First, professionals 
must ask: Has the behavior changed, and is that change 
a result of the 'ntervention? Pretests, baseline data 
collection, and ongoing behavior probes are common 
methods used to address this question. Second, the pro* 
fessional must ask whether the intervention was carried 
out as it was designed. Multiple levels of activity occur 
simultaneously in edt-cational settings; subtle variables 
not noted overtly in intervention plans can have a great 
impact on outcome. Qualitative studies that clearly 
describe the environmental variables supporting or in- 
hibiting performance are useful in this case. Third, the 
professional must ask whether the behavior is meaning- 
ful and useful in natural environments. This area of 
inquiry may be the most critical and yet is also ihc most 
difficult to address. Thcie arc no formal instruments for 
measuring usefulness; professional and person judgment 
arc necessary and are undoubtedly partially based on 



cultural trends and experience. A confluence of ideas 
from all of these research strategics will assist profes- 
sionals in creating successful learning envirormients for 
children (Dunn, in press). 

Measurement is another issue that must be addressed. 
Instruments that more accurately measure behaviors 
leading to outcome performance are needed* For exam- 
ple, acquisition of developmental milestones is not an 
adequate measurement of change in chiklrcn with ncuro* 
logical impairments because these children do not 
acquire developmental milestones the way other chil* 
dren do. Better measurement technkiues will enable pro- 
fessionals to know both when success is occurring and 
when a strategy is failing and needs to be altered. Camp- 
bell and Stewart (1986), Barnes (1986), and Ray, Bundy, 
and Nelson (1983) provide examples of alternate forms 
of measurement. In each case, clear operational deflni- 
tions were used to record changes in the quality of per- 
formance as the child approximated the target behavior. 

Policy changes will be necessary to support the use 
of integrated related services within preschool programs. 
First, persons must actively embrace the provision of 
services to preschoolers within community settings. Pro- 
grams for typical children routinely offer activities that 
can be used to enrich the experiences of children with 
neurological impairments. Second, policies must support 
a new concept of the use of professional time. Integrated 
related services require much more flexibility in schedul- 
ing and a larger portion of adult interaaion time. This 
is especially critical in programs that contract for a 
therapist's time. Contracts that only reimburse the thera- 
pist for time spent directly with children contain an 
implied message that administrators support an isolated 
model of service provision, and contaa with the teacher 
is unimportant. For a successful integrated service 
model, all team members must contribute to the deci- 
sions about how time will best be spent (Dunn, in press). 

On a larger scale, prcservice and continuing educa- 
tion for professionals must begin to incorporate inte- 
grated experiences into learning opportunities. Although 
specialized knowledge is necessary, lack of experience 
in problem solving with other professionals fosters a 
continuation of isolated approaches to intervention. Pro- 
fessionals must learn from one another in order to ap- 
preciate the contributions made by other points of view. 
Practitioners and researchers also must begin to present 
papers and submit journal articles to professional pub- 
licatiofis and conferences of other disciplines or collab- 
orate on joint projects as other mechanisms for sharing 
knowledge (Dunn, in press). 

Service? for young children arc more comprehensive 
than they were a decade ago. But professionals must 
continue to be diligent in their efforts to improve ser- 
vice provision. Integrating related services is the chal- 
lenge of today; perhaps this will be as commonplace in 
the next decade as keeping children out of institutions 
and in communities is today. ^ 
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Notes 

1 . Although the term integration generally refers to programs 
that serve children wiiti handicaps and cypicai children together 
(as used in the above paragraph), integrated services in the 
following discussion will represent the blendiiig of approaches 
from various disciplines to create an interveruion that addresses 
the needs of the whole child within the natural environment 
(e.g., home or preschool). 

2. The author *ckiK>wIedgcs that some professionals use the 
icm functional in a more technical context than is being used 
here. These professionals use the term funaional to refer to 
the actual relationships that exist between a behavior and an 
environmental condition. For example, successful activation 
of a microswitch with a body pan yields a ''functir.ial cffea" 
from this point of view. In this paper, the :erm addr^scs the 
utility of the behavior for the individual. Thus the ability to 
activate the microswitch with a specified movement would 
have to be placed within an age-appropriate, goal-directed ac- 
tivity to meet the criterion used in this paper. 
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Managing Occupational therapy in Rural Educa tion 



Service Provision 



For many years, occupational therapists limited their intervention strategies to a one-to- 
one direct service model of service provision. Although this is an effective method for providing 
services, it is not the only model of service provision available to the school based occupational 
therapist. In fact, there are many situations within the public school, that a direct service 
approach will not address the ^resenting problem. For example, when a student is falling out 
of his chair, it may be necessary to adapt the chair and table to fit the student's body; provision 
of direct services to increase postural control will never completely solve the problem. 

Occupational therapists must embrace a wide range of service provision options, and 
they must develop systematic strategies for making decisions about when a particular model or 
approach is the appropriate choice. The next two entries provide information about the service 
provision process. The first entry is an article which introduces the basic models of service 
provision which are recommended by the American Occupational Therapy Association. The 
second entry is a chapter of a pediatric textbook which extends the models of service provision 
into exact intervention strategies, and offers a decision-making process for determining which 
situations warrant the use of each intervention strategy. These are both very useful references 
to extend the occupational therapist's knowledge and skills in school-based practice. 



The following entries are from: 

Models of Occupational Therapy Service Provision in the School System, by Winnie Dunn. 
American Journal of Occupational Therapy, v. 42 (11). Copyright 1988 by the American 
Occupational Therapy Association, Inc. Reprinted with permission. 

Chapter 6: Designing Pediatric Sen^ice Provision in pediatric Occ upational Therapy: Facilitating 
Rffective Service Provision, edited by Winnie Dunn. Copyright 1990 by SLACK Inc. Reprinted 
with permission. 



C Resources for Rural School Occupational Therapists 



C K c ujiiitioniil TlnTiipV f-i]ut atici; 

Tiu' UniviTsitv of Kiinsjs M«.'diciil (. cp.U'r 

Kdiisiis C'ltv, Kaiistis IV'-H) 



Models of Occupational 
Therapy Service 
Provision in the School 
System 



Winnie Dunn 

Key Words: intervention process, 
occupational therapy • public schools 



Occupational Om-tqty is a relattd service when pro- 
vided ufitbfn tbt public schools, wbicb means that 
services must enhance or support educational goals. 
Three service provision models have been described 
Jbr school therapists: direct service, monitoring, and 
consultation. Direct service addresses individual- 
ized needs that require speciaUxed intervention 
strategies which can safety be performed onfy by the 
occupatUmal there^HsL Monitoring, which is some- 
times referred to as integrated prognmming, uses 
dyerapeutic eapertise within Junctional tasks to 
maximize cpportunities for practice and general- 
ization. Consultation addresses problems by en- 
abling others to work more effecttvefy on the educa- 
tional goals they have set for thi students. Svidence 
is accumulating to demonstrate that each model is 
effective when chosen and applied appropriately. 
This paper reviews each model, provides examples 
of studies that have been conducted, and suggests 
directions for future research. 



Winnie Dunn, PhD, OTR, FACTA, is Chair, Occupational 
Therapy Curricula, University of Kansas, Medical Center, 
Kansas City, Kansas. (Mailing address: 4013 Hinch Hall, 
KUMC, 39th and Rainbow Boulevards, Kansas City, Kansas 
66103.) 

Thti article was aectpud f» pubUcatton junt 11, 1988. 



The passage of Public Law 94-142 in 1975 (tlie 
Education for Ail Handicapped Children Act), 
in which occupational therapy was ident 'fied as 
one of several related services for school-age chil- 
dren, introduced both a new role and a new practice 
environfflent to the occupational therapist. The law's 
mandates challenged pediatric occupational thera- 
pists to focus their role on providing only those thera- 
peutic approaches that would enhance a student's ed- 
ucational experience. In other words, occupational 
therapy intervention in schools must enhance or sup- 
port the student's educational goals. The interven- 
tions and goals are written in the student's individual- 
ized education program (lEP), a document that coor- 
dinates the goals of all professionals involved with the 
student. 

Models of Service Provision 
The American Occupational Therapy Association 
(AOTA) has long recognized the need for specialized 
skills to effectively provide occupational therapy ser- 
vices in the public schools. In 1980 AOTA provided in 
every state training programs that addressed the 
unique skills of public school service provision. 
These programs are set forth in Training: Occupa- 
tional Therapy Educational Management in the 
Schools (TOTEMS) (Gilfoyic, 1980). More recendy, a 
special task force was formed to review TOTEMS ma- 
terials, compile materials from several states, coUea 
comments from identified nationwide experts, and 
summarize the results of survey data to design com- 
prehensive guidelines for occupational therapy f^f- 
vices in the public schools. The task force definea ti. 
specific models of school-based occupational therapy 
service provbion that will be referred to here (AOTA. 
1987). 

Each service provision model (direa service, 
monitoring, and consulution) is viable within the 
public schools. As was discussed in the anicle by 
Coutlnho (see pp. 706-712 of this issue), the 
members of the interdisciplinary team must carefully 
identify the student's needs within the context of that 
student's educational placement, and choose service 
models for both special education and related ser- 
vices accordingly. The intent of Public Law 94-142 is 
that the type and amount of service provision may not 
be determined by parental wishes or distria resource 
limitations such as space or personnel shoruges, but 
rather by the student's needs alone. A broader under- 
standing of the various service provision modeb will 
focilitate application of the appropriate service. 

CHrect Service 

Direct service is the most familiar model of service 
provision. In this model, occupational therapy pracd- 
tioners use specific techniques and approaches with 
one snjdent or a small group of students, and gener- 
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ally have frequent contact with them (e.g*, once or 
twice a week) (ACTA, 1987). 

The most critical feature in choosing dlrea ser- 
vice is the identification of an educational need that 
can be met only by direa interaction between the 
student and the occupational therapist. The interven- 
tion chosen iiight include ueatment techniques that 
depend on an in-depth knowledge of the neuromu- 
scular system or the integrative functions of sensory, 
perceptual, and motor performance. A key foctor 
might be the necessity for ongoing clinical judgments 
to adjust the activities to best meet the student's on- 
going needs. In all cases, the intervention must have a 
direa relationship to the educational needs of dhe 
student. 

A number of researchers have demonstrated the 
effectiveness of the direct service model on students* 
performance. Kuharski, Rues, Cook, ar.a Guess 
(1985) found that vibration, inversion, and rotation 
techniques were effective sensory procedures for im- 
proving head and trunk control for classroom activi- 
ties in three preschoolers with severe disabilities. Ot- 
tenbacher (1982) conduaed a meta-analysis of stud- 
ies that compared the outcome performance direa 
service intervention using sensory integrative ap- 
'oaches with rhe performance of a control group and 
xound that direa service intervention produced better 
outcomes more than 78% of the time* Ottenbacher, 
Short, and Watson (1981) investigated direa services 
with children who had severe disabilities by compar- 
ing a treatment and a control group on motor develop- 
ment and posmral control. The children who received 
direa services made significantly greater gains than 
those who did not. Children with severe disabilities 
also made slgnificaiu improvements in a study con- 
duaed by Sobsey and Orelove (1984). They used a 
reversal design to demonstrate that direa occupa- 
tional therapy services produced better lip closure 
7nd less spilling from the mouth than routine 
classroom techniques. 

However, some research'^rs have tested the limits 
of the direa service model. Jenkins et al. (1982) stud- 
ied two intensities of dlrea service (once a week and 
three times a week for 15 weelcs) v^th developmen- 
uUy disabled children. They found that direa ser- 
vices produced improved gross motor skills in these 
children when they were compared with a control 
group, but that tlie tv;o intensities of service did not 
differ from each other in the results they produced. 
The authors concluded that multiple sessions may not 
be necessary to produce developmental outcomes. 
More studies such as these are needed to determine 
the most efficient pattern of service provision. 

Monitoring 

The monitoring model of service provision requires 
diagnostic skills to identify student needs, program 



planning skills to design appropriate interventions, 
and teaching and supervisory skills to assist others in 
the immediate envirofunent to carry out the proce- 
dures with the student Regular contaa (a minimum 
of twice a month) is needed to determine whether 
adjustments in the intervention procedures are neces- 
sary (AOTA, 1987). The occupational therapist con- 
tinues to be responsible for outcomes, but entrusts 
another person with the regular implementation of 
the program plan. The most critical feature of moni- 
toring is the identification of an educational need that 
will be best served by routine and consistent proce- 
dures needing ongoing guidance and practice. Activi- 
ties d[ daily living, pa-itioning and handling, reach 
and gntfp, fine motor skill development, or coordina- 
tion needs might be best served through monitoring. 
Three questions are asked to determine whether 
monitoring is a safe choice for a student: (a) Is the 
studem's health and safety protected when the pro- 
gram is conduaed by a person other than the occupa- 
tional therapist? (b) Can the person being trained 
correoly demonstrate the aaivities without assis- 
tance? (c) Can the person being trained indepen- 
dently describe restrictions and signals of failure that 
would warrant discontinuation and making conua 
with the supervising therapist? (AOTA, 1987). If one 
cannot answer **yes** to all three questions, then 
monitoring is not the service model of choice, be- 
cause a negative answer to any question would mean 
that monitoring would introduce a measure of risk 
into the service provision process. 

Monitoring seems to be an effective means for 
service provision, perhaps because it provides an intu- 
itive measure of validity and the possibility of good 
reliability through observation. Furthermore, empiri- 
cal data on the effects of monitoring have demon- 
strated its value. Several authors have investigated in- 
tegrated programming techniques, which incorporate 
the principles of monitoring discussed above (Camp- 
bell, 1987; Campbell, Mclnemey, & Cooper, 1984^ 
Giangreco, 1986; Rainforth & York, 1987). For exam- 
ple, Giangreco (1986) found that when therapy tech^ 
niques were incorporated into microswitch aaivation, 
the student performed at higher levels than when iso- 
lated direa sendees were provided prior to micro- 
switch classroom activities. Campbell, Mclnerney, 
and Cooper (1984) incorporated neuromotor proce- 
dures into all reaching tasks petformed during the 
school day by a preschooler with moderate disabili- 
ties, with therapists monitoring both correa applica- 
tion of the techniques and data coUealon. The child 
atuined 65% competence in all activities, and attained 
100% competence in more motivating activities, such 
as in aaivities carried out in a large group. They con- 
cluded that a combinaUon of therapeutic and educa- 
tional strategies may be the most effective approach to 
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achieve student goals. Fuither research is needed to 
identify other successful integrative approaches that 
use occupational therapy expertise to focilitate func- 
tional skill development for learning. 

Consultation 

This service model is the least fiuniliar to occupa- 
tional therapists. As applied to occupational therapy 
in the schools, consultation is a service model in 
which specialized expertise is used to Eacilitate the 
workings of the educational system. Consultation in 
the educational environment is oriented toward the 
needs of (a) the student, (b) professionals, or (c) the 
system; in piactice, these forms often occur together. 
Cas0 consuUation addresses the student's needs, fo- 
cusing on developing the most effective educational 
environment for a specific student CoU^agut consul- 
tation addresses the needs of other professionals to 
improve theii^ skills and knowledge. System consulta- 
tion improves the effeaiveness of the agency or dis- 
iria by addressing the needs of generic groups within 
the system (AOTA. 1987). 

The most critical fictor in choosing consulution 
is the identification of an educational need that is 
most effectively met through a supportive environ- 
ment. Designing proper seating, preparing an adap- 
tive device for classroom use, suggesting alternate 
means for presenting or producing classroom work, 
or assisting with lEP goal development can all be 
considered examples of consultation. Consultation 
can be an effective means to create an environment 
that supports student learning, and offers the opportu- 
nity for the student to generalize his or her skills to 
different environments (Dunn, 1985). 

Much of the writing on consultation comes from 
the medical literature, or from the literature on men- 
tal health, school psychology, and organizational de- 
velopment (Dunn, 1985; Idol & West, 1987; West & 
Idol, 1987). West and Idol (1987) reported on a com- 
posite definition of consulution from these bodies of 
literature that was originally designed by Meyers, Par- 
sons, and Manin (1979). Several characteristics 
emerge: (a) Two persons interact, with one having 
the direct responsibility for a third person; (b) inter- 
actions are voluntary; (c) intervaions are a shared 
problem-solving process; (d) the immediate goal is to 
solve a current problem of the person seeking con- 
sultation; and, (e) the long-range goal is to enable the 
person seeking consulution to handle future situa- 
tions more skillfully. These characteristics clearly un- 
derline the imporunce of adult communication in 
producing successful outcomes from consulution 

West and idol (1987) divided research on con- 
sulution in special education and related profession; 
into three major areas: input, process, and output vari- 



ables. Input variables include personal charaaeristics 
of the professionals and the problem to be addressed; 
process variables refer to the techniques used in the 
consultation process; and output variables are those 
observable results that emerge from the consulution. 
Methodological limitations and iiudequate opera- 
tional definitions were cited as the niajor reasons 
overall results have been inconsistent dius fiar. 

Input variables have been given a small amount 
of attention in research (West & Idol, 1987). These, 
the most inwardly focused variables, are the most dif- 
ficult to assess validly. For insunce, the variable 
"years of teacher experience" yields inconsistent re- 
sults when investigators look at frequency of consul- 
ution requests (Gutkin, 1980; Pryzwansky & White, 
1983; West & Idol, 1987). Readiness for the consulu- 
tion experience may be a factor related :o the effec- 
tiveness of outcomes; this variable can include the 
expertise of the consultant as well as awareness, on 
the pan of the person seeking consultation, of how 
the consulution process works. The consultant's per- 
sonality and work traits, including flexibility, warmth 
and efficiency, are also important (Pryzwansky & 
White, 1983; West & Idol, 1987). More research is 
needed to clarify the role that input variables play in 
the success of consultation. 

Only a few studies have investigated process vari- 
ables. Even when teachers and administrators have 
been exposed to various consultation models, they 
overwhelmingly prefer the collaborative style of con- 
sultation (Babcock & Pryzwansky, 1983; West, 1984). 
Collaborative approaches use an equal partnersln^ 
between the two individuals involved to identify, 
plan, and carry out recommendations. Both partners 
are then responsible for and committed to positive 
outcomes (Dunn, 1985). Effective collaboration can 
be time consuming, but may lead to more goals 
being met because of the commitment made by both 
parties. 

Most research on consulution is being done on 
output variables. This research focuses on the 
changes, both in persons seeking consulution and in 
students, that are a direct result of consultation. 
Teachers receiving consulution have reported posi- 
tive feelings about those experiences (Gutkin, 1980; 
West & Idol, 1987). Furthermore, teachers who re- 
ceived in-service training on consulution were there- 
after observed to use consulution more often than a 
control group who did not receive this training (West 
& Idol, 1987). Peck and Killen (1987) found that 
preschool teachers provided their snidents with more 
opp^^rtunities to practice skills and got better out- 
come behaviors after consulut.' that focused on lEP 
treatment goals. 

Consulution is a viable service provision alterna- 
tive in the public schools because It provides a mech- 
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anism through which students have opportunities to 
ptactice skills and generalize what they have learned 
to different situations* Occupational ther^y knowl^ 
edge is used efficiently when it Is applied through 
consultation approaches to adapt enviroranents and 
alter teaching and learning strategies to facilitate bet- 
ter outcomes for the student* Occupational therapy 
research is needed to identify successful consultation 
methods and clarify what conditions must be present 
in order for consultation to be the service model of 
choice for specific situations. 

Use of Service Provision Modcb 

The an of service provision in the public schools is in 
choosing the model that would be the most appro- 
priate to meet a student's educational needs. The 
American Occupational Therapy Association (AOTA» 
1987) identified 10 parameters that help the therapist 
choose the best service model (see list below). These 
parameters are used to determine how important it is 
for the occupational therapist to be directly involved 
with the student, the teachers, and the environment. 
For example, if the teachers are experienced -nd 
knowledgeable about feeding and positioning, Pa* 
" ^'^uld - - r^.r k^d lower, suggesting that the 
occupational therapist might be better employed pro* 
viding consultation or monitoring for classroom im- 
plementation* Parameter 6 (age of the student) is re- 
lated to chronological age expectations; a student 
who is successfully meeting age expectations might 
require less direa imervendon than one who foils at 
age-appropriate tasks* For example, a student may be 
coping with upper elementary school expectations 
with the help of adaptations, but may requfre direa 
intervention as he or she prepares for vocational 
training and placement. The assessment of all param- 
eters leads to an impression of the entire situation, 
which in turn can assist the therapist in choosing an 
appropriate service model. 

Parameters for Setting Priorities 

1 . Health and safety of the student 

2. Necessity for external communication 

3. Necessity for environmental modifications 

4. Role of sensory, perceptu?!, and motor func- 
tions in the student's educational perfor- 
mance 

5 Potential for functional improvement 

6. Age of the student 

7. Expenise of other persons in the student's 
environment to assist in the educational pro- 
cess 

8. Availability of other persons in the student s 
environment to assist in the educational pro- 
cess 



9. Level of interference of the handicapping 
condition 

10. Availability of q>ace, time, and equipment in 
the local education agency (AOTA, 1987, pp. 
91-9'2) 

Each model has benefits and limitadons. Direa 
service is time consuming and therefore cosUy, but 
can address vtiy complex problems and be quickly 
adapted to meet the student's changing needs* Moni- 
toring is more time efficient^ since others carry out itic 
programs, but the student's health and safety must be 
considered. Consultation is an effective mechanism 
for providing ongoing environmental suppon, but re- 
quires special skills to be administered pro[>erly. A 
few brief examples will illustrate the use of each 
model. 

Case Number 2: Use of Direct Service and 
Consultation 

Tommy is a 9'year-old boy with an educational diag- 
nosis of learning disability. His psychoeducational 
testing revealed above average intelligence, but he is 
performing poorly in school. He has a difficult time 
completing his work in the regular classroom, even 
though his classroom teacher is giving him work that 
is at his tested reading and math levels* The occupa- 
tional therapy assessment revealed that Tommy was 
having difficulty understanding information from 
touch, position, and movement receptors, and had 
poor ability to organize body and hand movements. 
During testing and later classroom observation, the 
occupational therapist noted poor afiendon to task 
and difficulty in carrying out verl>al directions, even 
though he could repeat directions. The therapist con- 
cluded that Tommy's related service needs might best 
be served through a combination of direa service and 
consultation. Direa service would address the poor 
sensory processing and difficulty with planning motor 
acts that seemed to be contributing to his poor organi- 
zation of work, inattention to classroom tasks, and 
poor abilir/ to cany out school tasks. Direa seivice 
seemed necessary because of Tommy's specialized 
sensory- motor needs. Consultation would be used to 
adapt his regular classroom, to help the teacher un- 
derstand the reasons Tommy's problems were affea- 
ing his classroom performance, and to assist her with 
strategies to increase his performance capabilities in 
the classroom* 

These recommendations were discussed at the 
lEP team meeting, and the team agreed that both di- 
rect service and consultation were appropriate ap- 
proaches. They also recommended that the physical 
education teacher receive occupational therapy con- 
sultation, since Tommy had trouble performing physi^ 
cal acts and frequently became angr^' because of 



ERIC 



Tb€ American Journal of Occupational Therapy 



721 



this frustration. This component was then added to 
the lEP. 




Case Number 2: Use of Monitoring 



Cassie is a 6-year-old girl with an educational diag- 
nosis of educable mental retardation and a medical 
diagnosis of Down syndrome. An assessment revealed 
strengths in cooperation, social skills, and some 
matching skills (e.g., colors, shapes), and concerns in 
motor skills postural control, muscle tone, and dally 
living skills. After reviewing the records and condua- 
ing an occupational therapy assessment, the therapist 
examined Cassie's educational environment (a self* 
conuined classroom), which was staffed with an ex- 
perienced special educator and teacher's aide and had 
a routine curriculum focus of developmental and 
daily living skill development. The occupatioiAal ther- 
apist determined from all the information available 
that Cassie*s related service needs would best be 
served through a monitored program with the teacher 
and teacher's aide. At the lEP team meeting, this rec- 
ommendation was discussed, and the team agreed 
that the teachers and the occupadonal therapist would 
meet bimonthly to review the motor development 
and daily living skilb programs designed by the thera- 
pist to determine whether changes needed to be 
made and to discuss activities for the next time 




Case Number 3- Use of Consultation 

Kurt is a 17 year old student whose physical pcrtbr 
mance is slow as a result of cerebral palsy. He has 
received special education and related services for 
various learning needs throughout his school career. 
He has been in a vocational readiness program in 
conjunaion with his high school program, and he is 
now ready to be placed in a work enviroimient. The 
educational team is concerned that without some 
preplacement preparation and environmental adapta- 
tions, Kurt will have a difficult time succeeding in his 
work placement even though he has demons^xated 
the necessary skills to do so in the educational setting. 
The occupational therapist ^ up consultation with 
the prospeaive employer to prepare both the woiicers 
and the environment for Kurt's arrival. After Kurt 
begins work, the supervisor, Kun, and the therapist 
will meet once a week for the first month and then 
once a month for the rest of the school year to solve 
new problems that might arise. 

The above examples depict only some of the 
combinations of service provision that might be nec- 
essary to meet a student's needs. The lEP team is 

• responsible for the final decisions regarding program- 
ming, although the team must rely heavily on recom- 
mendations from the group members in order to 



make those decisions. All team members must be able 
to step back from their discipline's perspective to see 
the overall tieeds of the student when planning the 
most appropriate program, keeping educatiofial goals 
in mind. 

Conclusion 

The AOTA 1985 manpower study revealed that in 
1982; one third of employed occupational therapists 
worked in pediatrics, with many of these holding jobs 
in public schools, ^th the recent passage <^ Public 
Law 99-457 (the Education of the Handicapped Aa 
Amendmw*nts of 1986), infants, preschoolers, and 
their families will also be eligible for occupational 
therapy services. To meet these demands, occupa- 
tional therapy will need to devise successful strategies 
for implementing all of the service provision models 
discussed here. Under the auspices of AOTA, Hen- 
derson et al. (1987) have colleaed dau to compare 
the type of educational and fieldwork experierces 
available to occupational therapists with those com- 
petencies that practicing clinicians deem necessary 
for successftil service provision in public schools. The 
results ot this study will be used to further delineate 
the charaaeristics <^ successful occupational therapy 
service provision in schools and appropriate preser 
vice experiences for school-based occupational 
therapists. 
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Designing Pediatric 
Service Provision 

"A/os/ districts employ a variety of specialists to assist in the screening, 
evaluation, and placement of students with disabilities, as well as with the 
provision cf related sendees. These specialists are typkally from a iHtriety 
of disciplines and itulude psychologists, special educators, communication 
specialists, adaptive physical education teachers, and physical and 
occupational therabists, A decentralization cf service proviuon inrcHahly 
will affect their roles. Specialists who work in a consultatk^ role will he 
affected the least. However, specialists who have provided bull-out therapy 
services to students assigned to various special education classrooms wilt 
need to make more significant adjiatments. Preliminary indications suggest 
that the type if adaptations necessitated by the dispersion of previously 
segregatea programs to regular education buHdings are at least as effective 
and may well be advantageous to the amount ana quality of services 
students receive (McDonnell, 1987). A willingness to learn new patterns 
for providing services to students will be required by specialists as they 
apply their expertise in new organi-ustional models " (McDonnell if 
Hardman, 1989, p. 68) 



Winnie Dunn, Pfl!), OTR, FAOTA 
Philippa H. Campbell, PhD, OTR 

Pediatric therapy services are providec for children of different ages and 
with varying degrees of disability. Pediatric therapists respond to the needs 
of children, w hen providing scr\ ices, by considering variables related to dis- 
ability as well as environmental factors. Ser\ice provision is a fluid process 
that requires ongoing decision-making. This chapter outlines a framework 
for assisting therapists to make ser\ ice provision decisions that are in the best 
interest of children and their families. Frameworks for decision making pro- 
vide a mechanism against which decisions may be evaluated. The immediate 
and long-term impact of service provision decisions is determined more easily 
when guided by an overriding framework. 

Pediatric service provision begins with an individualized plan that states 
desired outcomes. This plan may be an Individualized Family Scr\ice Plan 
(IFSP). an Individuafized Education Program (lEP), an Individual HabilitaMon 
Plan (IHP), or some other similar type of ser\ice provision plan. The type of 
plan used to guide services is dependent upon a child's age and the agency 
responsible for planning and providing services. 
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Figure 6-1 illustrates the relationship among assessment, program planning, 
service prov'ision, and evaluation. Therapists define the focus of ser^ ice pro- 
vision on the basis of a wide variety of data that are obuined through assess- 
ment (see Chapter Three). These data are discussed by team members to 
determine program outcome priorities (se« Chapter Five). Therapists assist 
children in achieving program outcome priorities within a variety of settings, 
by using direct, monitoring, and consultative strategies. These ser\ices are 
outlined on an intervention plan that guides the provision of specific therapy 
services and prorides the basis by tvhich therapiits document and evaluate the 
effects of those senices. 

Many children, particularly infants and toddlers, recei\ e services through 
more than one agency or service provider. These sen ices require coordination 
if resources are to be utilized effeaivcly. In some cases, families perform 
service coordination roles for their children, w hile case managers may share, 
or totally proride coordination in other instances. Professionals contribi-.te to 
the coordination process by ensuring that all senices facilitate attainment of 
desired outcomes. Therapists who provide serrices through hospitals, clinics, 
or private praaices may not have opportunities to contribute directly to early 
intenention or school program team decisions, but, like all onher interagenc)' 
team members, are responsible for ensuring that therapeutic activities support 
and enhance a child's acquisition of desired outcomes. 

Linking Assessment With Intervention 

Occupatio ;al therapy senices are provided within age-appropriate life tasks 
and the enrironments within which those tasks are performed. Senices are 
based on performance outcomes under the categories of: activities ot daily 
living (ADL), work, and play/leisure. Various sensorimotor, cognitive and 
psychosocial performance components enable or block performance of ADL, 
work, or play/leisure activities. These outcome performance areas and per- 
formance components are illustrated in Figure 6-2, a grid that is based on the 
American Occupational Therapy Association (AOTA) Uniform Terminology for 
Occupational Therapy — Second Edition (1989). Occupational therapy assessment 
is directed towards identifying strengths and concerns in these performance 
components, and their effert on an individual's performance of ADL, wo , 
and play/leisure outcomes. The grid is used to guide design of occupational 
therapy intenention programs. The performance areas are listed across the 
top of the grid, while the performance components are listed down the side 
of the grid. Areas in need of inten ention emerge when the therapist identifies 
strengths and concei-ns in the performance components, as related to per- 
formance of functional life tasks. This information is used to create an inter- 
vention plan that utilizes strengths, while focusing on areas of concern. Out- 
comes of independence in ADL, work, and/or play/leisure ,'\re the result of 
intenention planning. 
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Flow Sheet for Program Planning 
for Students with Severe Handicaps 



STEPl 



STEP! 



STEP 3 



STEPS 



STEP6 



STEP 7 



STEPS 



Obt* IniM 0«a B«M (p«t hMory. pTMM Ifs^ d tmc^ 



1 



Dvmwknm EoucttionM OmcomM (fmm plinning seuion tc datermina approprl«i« educational 
otitcomM) 



1 



Poit ASMMnwrn Ccmidvfitions 
RedifilcMton of Pi viii Ming ProblMni 

Prmmt Lt¥«« or Functkan 0««crtMd 



I 

ProfKt«d Educ«bonai Outcom«t (long-Mrai t xp t cttfo ns) 

T««m CorsMoius of Ov«f«l Educetlonal Ptan (annual goals and objacttva* on tha lEP] 
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Student Parformance 
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* Dunn. a P„ taaa (•davM tr^ Dunn, tf . . 

Figuft 6-1 
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PERFORMANCE AREAS 



UNIFORM TERMINOLOGY GRID 
PCTfORMAWCi COMPQWEWTS 
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Figurt 6-2 
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PERFORMANCE AREAS 
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Figure 6-2. Continued 
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Functional Assessment and Progiam Planning 

Deciding when a child requires intervention, and how that intervention w ill 
be provided, are two of the most difficult decisions in the service provision 
process. Table 6-1, Funaional ^Assessment Parameters, reorganizes the com- 
ponerts and areas of the Uniform Terminolog\* grid, to focus on those out- 
come categories that are most relevant for children (Column I). Second, the 
detailed list of performance components are reorganized into functional groups 
(Column 2) that pertain to each outcome area. These performance compo- 
nents are not listings of all aspects w ithin a particular outcome categor)-, but 
include those most likely to be addressed by therapy personnel Therapists 
use these parameters to synthesize assessment information and to provide 
information used in the team planning process to determine desired outcomes. 

Performance outcome categories include: learning (skill acquisition and ed- 
ucational activities), work, play/leisure, communication, socialization, and ac- 
tivities of daily living. The outcome areas represented are those that are im- 
portant for infants, toddlers, children, and youth. However, ail areas are not 
necessarily relevant for all children at all chronological ages. In addition, other 
outcome areas such as mobility and positioning are represented as perform- 
ance components within outcome areas. For example, postural control and 
positioning are included in relation to individual outcorpe areas to focus no(. 
just on positioning, but on management of body position for a specific func- 
tional outcome, such as communicadon. Similarly, mobility skills are targeted 
within outcome areas to emphasize the imponmce of mobility within partic- 
ular performance environments. 

Occupaupnai and physical therapists provide primary information to the 
team regarding sensorimotor components of performance. Occupational ther- 
apists also provide information about the cognitive and psychosocial compo- 
nents of performance, but may not be the only professionals contributing 
intervention strategies to resolve concerns in these areas. \ goal of occupa- 
tional therapy b to enable performance of functional outcomes rather than 
to improve isolated skills. Pediatric therapists have an obligation to ensure 
that their service provision is designed to have an effect on desired program 
outcomes. Team members collaborate to determine which program out- 
corne(s) arc appropriate for an individual child, so that everyone is working 
towards identical outcomes. Individual team members may offer their points 
of view, but decisions about overall outcomes are made collectively by team 
members. The outcome categories and performance components outlined on 
this table make the unique contributions of therapy clear to all team members, 
and also direct a therapist's focus toward team-determined program oui- 
come(s) (column 1 of Table 6*1). 

Functional Skills Assessment Grid 

Figure 6-3 illustrates a gr'.d that is used to make decisions about service 
provision in pediatric settings. Children's abilities in each performance com- 
ponent arc graded using a five-level scale that reflects the clej^ree of influence 
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TABLE 6*1. Functional AMessment Parameters 



Occupatkxial tharap^sta address the slixlirirs needs wMM 
program goaU in isNitton nor do msy address a« oomponsnts 
to enable me indMduai to benett from aie over-al program and 
ocQjpaitonaimerapists do not acMeye communi ca tion a 
whicftenaWerheindhndualtogainacosestocommunica^ 

by occMpsdonai therapists in each area are Mod belosr. 



Program Qoaia 



Psrfurniance Comporwita 



Learning: SMI acquisition and 1. manipulailoahand use 
academics Z ir : srpre latf o n d body senses 

3. parcspaial sidas 

e.g.: organization o( space and bme 
Interpretation o( visual stimuS 
4w cognMveskiRs 
e.g*c problem solving 

gensrriizstion of learning 

5. atlandngsidte 

6. use of assisdve and sdapiive devices 

7. managemsnt of body position during learning 

8. managemsnt of t)ody posi t ion Airing trar^siticns 

9. movament wHhin indMduaTa learning environment 



Work' 


1. managemsnt of tXNly position during work 

2. managemsnt of body position during transitions 

3. movsment eriINn intfUduaTs worlc environmsnt 

4. manipdationrhand use 

5. use of assistive and adaptive dsvloes 


P1ayl,et$ure* 


V msnagemsnl of body position during play/leisurt 
2 managemsnt of body posHion during transitions 

3. movement within playleisurt snvirorvnent 

4. THMtputafioahsnd use 

5. use of assistive and adaptive dsvlces 


Communlcatton* 


1» oral motor movsmerits 
2* oommunicaaon aocest 

3. manipulatiorVhand use 

4. mar^agemsnt of body position during communication 

5. movemertf w.1n indMduaTs corrvnunication snvironment 

6. sttondng skills 

7. perosptusi sMHs 

a. use of assistivf and adaptive dsvkes 



Socialization' 



1* saif sfteem 

Z recognitton and use of nonveiM cues 

X m«iagemsnt of body position durit«g socialization 

4. movsmont withk^ irKlivkluars social environment 

1 attending skills 

& psrcaphjai skids 

7. cognittve skills 



Activities of daily living* 



1. oral motor movsments 

2. mcnagemsnt of body positk>n during ADL 

3. movement within da^ living erwirorvrtent 

4. aftendbig skills 

5. manipulatk)<vhsftd uss 



*When acquiring a new $kiH, learning components apply to t^e task. 



Dunn. W. & Campbell, P. (1988). 
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of performance on program outcomes. Therapists use assessment information 
to assign rating scores to children's pcrfonnance of components within each 
outcome categor); area. The levels allow therapists to classify children's per- 
formance on a continuum, ranging from no evidence of difficulty ("NA") to 
severe difficulties which prevent performance of program outcomes ("3")- 
The second level ("0") is used when a therapist has identified a deficiency in 
a performance component which is not interfering presently with the desired 
program outcome(s). A score of "P defines an identified deficiency which 
influences a child's successful performance of a program outcome(s), where 
"2" is used to describe a deficiency which intetferes with performance. .\ score 
of "3" is used when deficiencies preirnt performance in one or more program 
outcomes. Specific programs operationalize these phrases for their settings. 

The grid illustrated in Figure 6-4 was completed for a child for whom the 
team targeted program outcome categories of communication and .\DL. Toby, 
a seven-year-old child with cerebral palsy, who attends second grade in a 
regular elementar>' school, eats lunch in the cafeteria. Oral motor movements 
are not influencing his ability to communicate, because he uses an augmen- 
tative communication system. He has difficulty chewing and swallowing his 
food as a result of oral motor movement dysfunction. The therapist translated 
assessment information onto the Functional Skills Assessment Grid (Figure 6- 
4) and rated performance in oral motor movements under Communication 
as "0'' and under ADL as "2." 

Therapists may identify concerns regarding performance components that 
do not influence, interfere with, or prevent performance of program outcomes 
(scores of "O"). In these instances, therapists inform boih the family and the 
school distrirt or agenc>- responsible for ser\ ices. The family has the right to 
know that a concern has been identified and to be given guidance about their 
options for addressing the concern. If the problem is not affecting a child's 
performance of a program outcome within a school district program, the 
school does not have responsibility for addressing the area of concern. When 
an occupational therapist is working on behalf of a school district, (s)he must 
work within the parameters of that agency in providing therapy services. 
Statements made to the family must make it clear that the identified concern 
may be addressed at the parent's discretion, since attainment of educational 
program goals is not affected. It is appropriate to offer suggestions of com- 
munity resources to deal with the concern. These suggestions may be simple 
(e.g., karate, gjmnastics or swimming lessons for a child with incoordination) 
or more complex (e.g., referral to a community therapist). Many school dis- 
tricts and other agencies have designed policies for situations such as this one. 
It is important to know the policies of the agency before discussing concerns 
with families. 

Any of the performance components that arc rated " 1 "2", or "3" on the 
grid are addressed in the scr\ice provision process. Three interrelate^ issues 
concerning service provision for children are incorporated into the decision- 
making that guides implementation of services. The first issue centers around 
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the overall purpose and focus of scr\*ice provision. Ser\ ices may be provided 
to prcvent the development of future and/or secondary disabilities, remediate 
identified deficiencies, or compensate for deficiencies that cannot be ad- 
dressed adequately through remedial intep ention. The second issue concerns 
the model of service provision that uill Se used to address child needs, in- 
cluding direa service, monitoring, and consultation models. The third issue 
involves decisions about the locations in which services will be provided. Each 
of these issues are interrelated in that decisions made about one aspect of 
service provision impact on other aspects. For example, a compensator)* ap- 
proach u the most likely service provision option to facilitate access of a teen- 
ager \\ith severe disabilities to a work program. These particular serv ices arc 
best provided through consultation at the work site. By observing the teen- 
ager's performance in the work environment, the therapist is mere likely to 
design appropriate compensator)- strategies that can be taught to job site 
personnel to facilitate the teenager's performance of the work task. 

Determining the Focus of Occupational Therapy Services 

Pediatric therapists collaborate with family and professional team members 
to determine the overall focus of services, and to select the focus that will be 
most effective for a child. Therapists .nay choose a remedial, compen-sator)-, 
or preveniion-iniervention focus (Campbell, 19S9; Campbell, in press; Dunn, 
Campbell, Oetter, Hall, Berger, & Strickland, 1989). A prevention-interven- 
tion focus is used when services are designed to prevent or alleviate the effects 
of biological or environme ital faaors on the developmental process. This 
approach recognizes the interdependency of thi various areas of development 
on each other and on the integrity of the system as a functional unit. For 
example, early intervention team members decided to use a prevention-in- 
tervention approach with a lO-month-old with extremely low tone, that re- 
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suited in poor antigravity control of the head and trunk. In order to prevent 
delayed cognitive development, adaptive seating equipment vvas designed to 
hold the infant's head and trunk up against granty so that the arms could be 
used to manipulate objects. 

A remedially focused approach is implemented when the purpose of in- 
' tcrvcntion is to improve functional abilities in areas of dysfunction. If the 
I early inter\-ention team had selected a remedial, rather than a prevention- 
intervention, approach for the lO-month-old described above, emphasis would 
have been placed totally on improving the infant's head and tnmk control, 
without specific regard for the impact of delays in postural control on other 
areas of functioning. Use of a remedial approach assumes that the targeted 
weakness or area of concern may be made "normal" through intcr\ention. A 
therapist who uses a range-of-motion interv ention to lengthen shortened mus- 
cles has selected a remedial approach for intervention. 

A compensatory focus is chosen when the problem area cannot be substan- 
tially changed, regardless of the intervention strategies that are used. Com- 
pensatory approaches minimize the effect of the disabling condition, to allow 
a child to participate in other life experiences that may otherwise not be 
• possible. Assistive and adaptive devices are frequcndy used to compensate for 
I inabilities that are unlikely to be fully remediated through existing 
therapeutic strategies. A compensatory focus may be used by itself or as a 
I means of preventing the development of secondar>- problems. A child, for 
' example, may be provided with adaptive eating devices to become independent 
I in self-feeding, despite the existence of inability to perform performance 
; component skills, such as grasping or pronation/supination. 

Determining when prevention-intervention, remedial, or compensator)' fo- 
■ cuscs are in the best interests of the child may be difficult to judge. Prevention- 
intervention or promotion approaches are used most* often in early interv en- 
tion, where remedial and compensatory approaches are more often used as 
the basis for service provision for school-age students. Table 6-2 provides a 



TABLE 6-2. Service Provision Approaches 


Variabit 


Remedial 


Compensatory 


Prevention 
Intervention 


Does student function wittiin 
chronotogicai age zorm? 


yes 

(CA^/-9mo) 


no 

(CA > age zone) 


no 

(CA < age zone) 


How 0$s0ntiai is the skin 
component for functional 
outcomes? 


essential 
(e.g., reaching) 


enhancir)g 
(e.g.. walking) 


essential 

(e.g., manipulatk>n) 


How necBSsary is the out- 
come for overall life func- 
tion? 


broadens life function 
(e.g., playing) 


critical to life function 
(e.g.. eating) 


critical 

(e.g., communicatk}n) 


At what levels do the identi- 
fied problems interfere 
with perlomiance 


intemiittently or par* 
tiaily intedere 


greatly 
(blindness) 


greatly 

(projected) 

(k>w musde tone) 
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TABLE S*X Cotnbintd Um of Strvict Provision Models and Approsches 
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ra^^c4^J(^^j « 


Provida slratagiai to 
incorporata nacassary 

Input during play* 


Cofnpsnsatory 


Fabricata a apllnl to 
anabia graapu 


Supanrlaa taading 
program wtiic9i 
ffOntmteM tima 
raquirad to aat ao 
atudanl can sodalixa 
wttfi paors« 


Cut saatwork pagas In 
half so chlM ean ba 
auccassfui In 
complatlng task. 


Prsvtotion 
inlarvsnUon 


Fadtitata upright 
posturas during 
Infancy to pravant 
dalays in standing and 
walking. 


Suparvlaa parant in uaa 
of oral facUKatton 
tachnlquoa artian 
faading ttia baby, to 
prsvam diffteuKias In 
Rp doaura during 
aattng and talking* 


Taach parant a ranga of 
motion program to 
pravant daformHias. 



framework for decisions concerning the use of remedial or compensatory 
approaches. Team members (or an indindual therapist) ask four basic ques- 
tions, and formubte an intenention plan that is based upon the configuration 
of the answers. lnter\ention focuses of prcvention-inter\ ention, remediation, 
and compensation may be used with ail direct, monitoring, and consultation 
models of ser\ icc provision. Table 6-3 provides examples of the interaction 
between these approaches to inter\'ention and models of scnicc provision. 

Resource allocation is also a factor in this decision, but falls along a separate 
continuum. Both remedial and compensatory approaches may be inexp>ensive 
or costly in terms of use of resources, such as professional time and effort or 
finances. A compensator)' focus, which requires the purchase of expensive 
equipment and takes extensive professional time to set up, is costly initially, 
but may be less expensive in the long run if the equipment allows greater 
independence, or prevents development of secondar> physical problems such 
as contractures or orthopedic deformities. A remedial approach that facilitates 
independent reaching and hand-to-mouth patterns decreases the need for 
one-on-one attention during mealtime and conserves professional resources. 
Creative ways to identify and allocate resources are required to ensure that 
each child's needs are addressed effectively. 

Providing Occupational Therapy Services 

The ways in which ser\'iccs are best provided for infants and toddlers, 
preschoolers, and school-age students with disabilities have been debated over 
the past ten years, the tirne period during which provision of pediatric therapy 
services has shifted from clinical to public school and early interv cntion settings 
(e.g., Campbell, 1987a; Campbell, 1987b; Dunn, 1989a; Dunn, 1989b; Lyon 
& Lyon, 1980; Sternat, Messina, Nietupski, Lyon, & Brown, 1977). Team- 
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based serv ice provision has been of greater interest than have the mechanisms 
of providing ser\'ices by individual professionals or team members. Vanous 
types of team structures have been debated and defined in terms of their 
major features. Of primar>- concern has been the extent to which therapy 
services are provided in isolation from the comprehensive program of edu- 
cation and related ser% ices being prodded for a child, or in physical isolation 
from a child's natural life environment (Campbell. l9S7a; Dunn, 1990). 



Isolated Versus Integrated Service Provision 

Isolated therapy ser\ices have been characterized as an approach where a 
therapist identifies specific child needs and designs an individualized inter- 
vention plan to address those needs. Interv ention b implemented by removing 
the child from the natural life en\-ironmcnt to a separate environment, such 
as a therapy room, and pronding individualized one-on-one or small group 
sen- ices. Three underl>ing assumptions of an isolated service provision model 
are that: a) skills obser\ed in an isolated therapy environment will occur in 
the child's other life settings; b) intermittent intenention (e.g., once or t\vice 
a week) will have a significant effect on skiU acquisition and performance; 
and c) children with disabilities acquire developmental skills in the same se- 
quence, and in the same patterns, as children wthout handicaps (Stemat. et 

al., 1977). J . r f 

Many factors have prolonged the use of isolated therapy models. First ot 
all, programs for children uith special needs too often are located in isolated 
buildings or agencies that are separate from programs for typical children. 
Second, programming provided in isoUted and segregated settings often is 
based on a remedtally focused approach, where services are designed to fa- 
cilitate acquisition of developmenul milestone skUls, even when these skills 
are not functional for the -individual child or applicable to life independence 
as a child grows older. In this model the extent to which an individual child 
will have access to normal life environments is determined by professionals 
by e.xamining developmental milestone acquisition (Baumgart, Brown, Pum- 
pian. Nisbet, Ford. Sweet, Messina. & Schrocdcr, 1982). 

More recent approaches to programming for children with disabilities dem- 
onstrate thai assumptions concerning isolated and remedially-based program- 
ming arc unfounded. Rather, as therapists approach the final decade of the 
20th century, a more proactive position regarding isolated therapy approaches 
is necessary. Isolated approaches to intervention, such as use of a direct serv ice 
provision model in a separated setting, may be necessar> to address the needs 
of a limited number of children. Use of this service model requires justification 
by explaining why the isolated setting is necessar)' for the therapeutic outcome. 
This proactive position enables children to profit from the expertise of oc- 
cupational therapy throughout their living, learning, and working day (i.e., 
the therapist functions within these settings), thus increasing the potential 
impact of occupational therapy on children's lives. 
Taylor (1988) suggests that effective intervention decisions will be based on 
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the demands of the individuars life settings. He reminds us of the constant 
and ongoing evolution of ideas in the human service professions: 

- concepts and principles can help u$ get from one place to another, to move closer to a 
vision of soctetA based on enduring human values like freedom, community, equality, dignity, 
and autonomy. Yet they must be \iewed in historical context. The concepts that guide us 
today can mislead us tomorrow . . . [W-hen one concept] is achieved we must be prepared 
to find new ideas and principles to guide us through the challenges and dilemmas we will 
undoubtedly face ... (p. 51). 

The American Occupational Therapy Association has defmed models of 
service provision for the school-based therapy and early intervention (AOT.A. 
1987, 19S9; Dunn et al., 1989). A continuum model of sen-icc provision is 
outlined which allows therapists to design a comprehensive set of serv ices for 
all children in various types of settings. The continuum includes direct service, 
monitoring, and consultation ser\ ice provision models. 

Direct Therapy ... -a-au 

Direct iHerapy refers to those intervention activities that are individually 
designed, and are carried out by the therapist and one child, or the therapist 
and a small group of children. The focus of direct therapy is to meet children's 
individualized needs through very specialized therapeutic strategies. A key 
factor in choosing direa therapy as the intervention model of choice, is to 
identify procedures that cannot be safely carried out by other personnel within 
the child's natural environment Neurobiologically-based treatment paradigms 
most commonly faU into this category. For example, many sensory integration 
and neurodevelopmental treatment strategies can only safely be earned out 
under the on-site supervision of a therapist. Those theoretical frameworks 
require constant and ongoing monitoring of the autonomic nervous system 
mechanisms, the sensor)- processing mechanisms, and the postural and motor 
output systems. A therapist with an extensive background m the neurobio- 
logical systems is able to monitor changes that occur within these systems, and 
alter die treatment inter\ ention very quickly to accommodate for changes that 

*^Direct therapy may occur within natural environments; it is still considered 
an isolated form of interx eniion if strategies are not incorporated into routines. 
For example, many of the postural weight shifts that occur as part of the 
normal sequences of neurodevelopmental treatment, may be easily incorpo- 
rated into a young child's classroom routine. The proactive position for the 
future is that direct therapy integrated into a child s natural environment is 
more appropriate than isolated senice provision. Isolated direct therapy is 
chosen only when the therapeutic task interferes with a child s natural life 
environment. For example, a therapist would interfere with a junior high 
student's socialization if s'he provided a neurodevelopmental treatment activ- 
ity during the physical education class. In this case, if neurodevelopmental 
treatment was essential, providing consultation regarding age-appropriate ad- 
aptations in PE class, and conducting NDT activities in a more priv ate envi- 
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ronmcnt, would be more responsive to the student*s age-appropriaie needs. 
Therapists must consider creative ways to incorporate the theoretical frame- 
works of occupational therapy into daily life tasks as much as possible, even 
when a direct inter\ention approach is appropriate. Incorporating the ex- 
pertise of the occupational therapist into daily routines increases the oppor- 
tunines for a child to practice the task and therefore acquire the functional 
skill 

Monitoring 

Monitoring is the second service provision category. The importance of 
occupational therapy expertise for the natural life environments of the in- 
dividual is addressed through monitoring. The importance of consistency in 
the implementation of strategies across all environments is also recognized 
through monitoring. Use of monitoring for senice provision requires that 
the therapist conduct ?n assessment to identify the strengths and needs of the 
individual child. The therapist designs an intervention plan to meet individual 
needs and remains responsible for the outcome of the plan. Another person 
w ithin the child's natural environment is trained by the therapist to carry- out 
the plan* so that procedures will be implemented on a consistent basis and 
therefore have greater chance for generalization. The therapist remains in 
regular contact with the person who carries out the monitored program, so 
that necessary alterauons in the program can be implemented in a timely 
manner. Three criteria are met in order to successfully choose a monitoring 
.service provision model (AOTA, 19S7, 1989). First, the health and safety of 
the child must be proteaed when the plan and procedures are carried out by 
the trained individual. Second, the implementor must be able to demonstrate 
the procedures without error and without cues from the therapist Third, the 
implementor must be able to name the precautions, or the signs of risk or 
failure within the procedure, without cues from the therapist. Clearly the 
second and third criteria are measures to meet the first criterion of protecting 
the health and safety of the child. A monitoring program should not be given 
to an individual for regular implementation, if the therapist cannot ensure 
that these criteria are met. Failure to meet these criteria would put the child 
at risk and therefore put the therapist in a position of defending a program 
that is not being carried out in the designed manner Ongoing contact between 
the therapist and the implementor is essential to ensure that high quality 
program implementation is assured and that adaptations are made in a timely 
manner. 

Monitoring is a viable service provision alternative in many situations. 
Parents incorporate monitored programs within daily life routines such as 
bathing, diaper-changing, eating, and dressing* Teachers and teacher-aides 
provide monitored programs within the daily school routine in areas such as 
positioning and handling, eating, functional mobility and functional com- 
munication. Super\isors in a work environment provide monitored programs 
which adapt tasks to facilitate the worker s timely task completion. Monitored 
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programs provide a means for occupational therapists to address the best fit 
between the individual's skills and needs, and demands of the environment, 
by providing more opportunities for generalization and practice than would 
be possible through a direct service model. 

Consultation 

Consultation is the third form of ser\ ice provision and one w hich differs 
from direa therapy and monitoring in one significant way: the therapist is 
using his or her expertise to enable another person to address issues and 
outcomes identified by that person. The therapist is not directly responsible 
for the outcomes of the individual in the consultation model. Rather, the 
consultee is responsible for the outcomes with the individual child, but the 
therapist is responsible for the collaborative efforts with the adult who is 
carrying out the program. Three types of consultation are important in pe- 
diatric therapy: a) case consultation, an approach that focuses on the needs 
of individuals; b) colleague consultation where the needs of peers within a 
service environment arc targeted; and c) system consultation which focuses 
on improvements of the system within which sen ices are provided. In case 
consultation, the therapist and teacher might meet to discuss the ways in which 
the teacher might facilitate greater participation of a particular student in the 
reading group. A therapist collaborates with the teacher to design methods 
for the teacher to effectively calm the children down after recess in colleague 
consultation. Participation in a system-v*nde curriculum committee, or serving 
as a speaker in a pre-school Parents' Information Night, are examples of 
system consultation, where the objective is to improve how the system works 
so that all children will benefit. 

A collaborative style of consultation acknowledges the specialized expertise 
of both the consultant and the consultee (Idol, Paolucci — Whitcomb & Nevin, 
1987). For example, in a school situation, the occupational therapist and the 
classroom teacher each contribute specialized expertise from their own profes- 
sions to work together to solve specific problems. When professionals collab- 
orate, they share responsibility for identifying the problem, creating possible 
solutions. tr>ing the sc'.utions, and then altering tl .em as necessar>- for greater 
effectiveness. The unique skills of the occupational therapist lend themselves 
very nicely to a collaborative style of consultation. Occupational therapists 
have backgrounds in behavior across the life span of individuals and under- 
stand the context of performance. These skills are easily translated into col- 
laborative coniultation. Dunn (in press) found that a collaborntivc consultation 
approach wiih preschoolers yielded an equivalent number of achieved lEP 
goals (approximately 70%). However, teachers who participated in a collab- 
orative consultation reported that the therapists contributed to goal attainment 
in 24% more instances than teachers whose children received isolated direct 
services. Other professionals have different focuses that contribute to the 
collaborative relationship in different ways. Classroom teachers, for example, 
focus on the products of learning such as written work, verbal responses. 
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Staying on task to complete assignments, and attaining ourcome competencies 
in subject areas. 

Selecting the Service Provision Model ' 
The range of sen-ice provision choices available to occupational therapists 
are outlined on Figure 6-5. The chart matches the severity rating from the 
; Functional Skills Assessment Grid (Figure 6-3) with a range of inter\enuon 
; models that include direct treatment, monitoring, and consultation. Defini- 
tions and examples for each of the inter\ention models arc provided in Table 
6-4. Consultation involves use of several strategies, including adaptations to 
the child's enrironment, and teaching adults, such as teachers or family mem- 
bers, to implement inter\enuon methods within daily life routines. Therapists 
monitor implementation of strategies that require ongoing supen ision as they 
are carried out by others. Direct service is provided when therapists administer 
intervention strategies themselves. Many of the problems demonstrated by 
children are addressed ideally through use of several serv ice provision models. 
More than one type of service provision is preferable, because the chances 
for generalization of learning to many environments are increased. 

Selecting the Location for Services 

The location v^ here sen-ices are provided is determined by a therapist on 
the basis of individual child needs. Services may be provided, in the community 
at a job training site, in classrooms, or in homes. Consultation and monitoring 
are more likely to be provided in homes, classrooms, or other similar locations, 
because the purpose of these service provision models is to improve a child's 
ability to function in natural ertvironments. Direct services are designed ako 
to improve functional skills and may be provided in natural environments 
such as homes and community v%ork sites. More often direct services ace 
provided separately from the natural environments of the child, due to the 
types of intervention techniques that are being used. The natural environ- 
ments where the outcomes desired for a child are actually going to be used, 
are the preferred locations for services. For this reason, provision of direct 
services is always paired with consultation or monitoring to ensure use of 
newly learned skills in natural environments. 

Integrating Occupational Therapy With Other Disciplines 

Direct, monitoring, and consuhation models of serv ice provision are im- 
plemented within a team structure. The primar> team structure used within 
schools and eariy intervention programs is one of integrated services (e.g., 
Campbell, 1937a; Campbell. 1987b; Dunn, 1989; Dunn, 1990 Rainforth &: 
York, 1936; Giangreco, l9S6a, Giangreco. 1986b). Integration is a term that 
is used widely to describe service systems for individuals with disab.iiiies. 
Figure 6-6 diagrams a model of comprehensive integration that differentiates 
among three distinct types of integration (Dunn. 1990). Man> children with 



ERIC 




SEVERITY OF PROBLEMS 

Through Macvltw and obMcvalion* ftm t itrapW wM ccMto • hypolhMlt about how the problem it kilarlering with program 
ouloomat and wW dalairmiM an asaaaamani plan to conNrfn Ihia hypoihaala. 

in ooRabofalion aMh Via taam, tha tharapM wM da t a rm l n a artiteh laval oi Inlarlaranoa ia craatad by tha problairi(a). if 
dooumantad avidanca it avataUa ftM tha MMduaTt bahavlor la ourranOy Inladartng with hia/har ability to bmalii Irom 
iniarvanten. tha laam raoonvartaa to raaatabiah prioriliaa and aaata a naw plan. 



Rating 


f 

Paramatar daflnlUon 


Noimanf/ 


raoomman- 
datlom* 


ConmukiMkon 


Monitor 


Diraci 
Sarvica 


Adapt task 
mailt 

mvkon.* 


Adapt 
posiura 

mymt.* 


Tch adult* 


Suva 
adutt* 


Uta Iherapial 
admin, 
tiraiagiet* 


NA 


No proMamt art idanUtiad In lharapy aval- 

uatton. 


X 














0 


AUtiough a prot>iam hat ba«n ManMlad 
through avaluaUon, M la not pratanUy In- 
lariarlng wMh tha program outoomat. 
Naada may b$ mat t>y taN« parantt. or 
prolatalonala in oihar programa or 
agandat. 




X 












1 


Tha problam Mkmncn tuocaatM pro* 
gram ouloomat; ahnpla Inttructional or 
anvironmtnlal diangaa are Wtaly to ra- 

suH In function^ oartormanca. 






X 


X 


X 


X 




2 


Tha prot)lam MarfStrat wKh tpadiic pro- 
gram ouloonMi; apadHc tiralaglat ara 
nacataary to anabia functional partorm- 
anca. 






X 


X 


X 


X 


a* 


3 


Tha proUam pr9vmHM auccaaaful program 
outcomat; muW*lacalad ttratagiaa ara 
nacataary lo raach luncUonal parlorm- 
anca. 


1 




X 


X 


X 


X 


• a 



* Sat Tabia 6-4 lor dafiniUona and axamplaa. 
Thit lavtl oi tervice ia 

1. Only providad in conjunction with other lavela oi aafvice (e.g.. adaptalion» tuparvitlon). 

2. Only choten il ONLY tha tharapitt can provide the intervention talely. 

3. Provided as part ol the Ma environment unlets the intervention interferes with age appropriate tasks. 



Figure 6-5. 



• 



TABLE 6*4. Deftnltiont and ExamplM of Severity of ^^rcbloms Catogories 



Irttfvaiitlont 



DoflnMona 



Eiamptas 



No Inttrvontton 



Maka RecommandatiOM 



Contultition * 



v^dapt task metertolt or 

envtronm«i;t 



^ Adapt poatura/ntovamant 



*Tesch Adult 



Monitor 



Olract Sarvica 



SuporviM Adult 



Ut« Therapist Admlniitarad 
Siralaglot 



Thara la fiot a r^aad for tbarapy 
IntervantlOf; 

Tho probtem(a) wtttch hot bo#n 
MtnttftaNi by tho ttiarapltl is/aro 
not ratolad lo taroaiad Ufa task 
pariormanoa. Tha tharaplat mwcaa 
approprlala facommandaUona to 
paranta or olhar protMahMial to 
anabla lham to taka cara of Ilia 
problam. 

Tho tharaplat allara matatlala and 
ol>lacta In ttia anvironmanl to 
accommodata tha kidlvkfuara 

Tha tharapist daalgna altamata 
auataglaa to tacHltata good 
poaltiofi and movamant ptiiama* 

Tha iharapiti ahowa another 
Individual how to tiandia a 
situation. Ongoing contact may not 
ba naoaaaary. 

The tharaplat monilora a program 
dealgnad by tha tharaplat but 
tarried out by another Individual 
There la ongoing contact 

The theraplat provldea diract aarvica* 



Provlda parant with information 
ragarding community raaourcea 
for racraatlonal o|>portunUiea. 



The therapist gata tha handouts 
mada with largar print for tha 
Individual. 



Tha tharapist constructs a well 
fitting aeat for the Individual. 



The therapist ^hows the taacher 
how to position a child on tha 
sidalyar. 

The therapist supervises the 
child*s faading program. 



The theraplat provldaa 
Iniarvantion using 
naurodavalopmanial A sensory 
intagrative tachnlquaa. 



232 Pediatric Occupational Therapy 



typical 
individuals 




individuals 
with 

special needs 


i » 




MODEL OF THE COMPONENTS OF COMPREHENSIVE INTEGRATION 
Dunn. W. (1990). Integrated related seivices. In L Meyer, C. A. Peck. & L Brown (Eds ). Critj- 
cal issues in the Bv9$ of people with severe cSsabUlties. Baltimore: Paul H. Brookes. Repnnted 
with permisskxi. 

Figure 6-6. 

disabilities attend school and community programs that include children who 
are not disabled. Infants and preschoolers may attend day care programs or 
be enrolled in community preschool programs. Older children may participate 
in community sports activities. Young adults may work in community-based 
competitive jobs while living in supcr\ ised apartments. These situations, char- 
acterized by their inclusion of individuals without disabilities, are described 
as p(fr integration. 

The term integration also describes the use of therapeutic expertise to 
address children's needs within natural life environments. Therapists adapt 
tasks, materials, environments, or the pnosture and movement patterns of an 
individual, to achieve /««c/ionfl/ integration. Therapeutic objectives and strat- 
egies that enable children to achieve outcomes that are identified by all team 
members are examples of functional integration. In contrast, functional in- 
teeration has not been achieved when therapy objectives arc separate and 
isolated from the overall purpose of a child's program of early interv ention 
or special education and related senices. 
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A third use of the term integration relates to the combined use of inter- 
vention strategies that typically arc associated viih education and therapeutic 
practices* A therapist, teacher, zti<^ speech patholog's: who design a switch 
activation task for a child, where switch closure results in different responses 
to teacher requests, have collaborated in practice integration. In this instance, 
the intervention strategies selected combine the expertise of more than one 
team member, rather than reflect th : perspective of one discipline in isolation. 

Optimal ser\ ices for children with disabilities include alt three components 
of comprehensive integration: a) peer integration; b) functional integration; 
and c) practice integration* However, any one or two types of integration can 
be present in a particular situation. The arrows marked "A,*" **B," &: **C * on 
Figure 6-6 indicates the combinations of two types of integration. Arrow "A" 
represents peer and functional integration, or situations in w*hich the child 
participates with typical peers and the therapist creates adaptations within that 
enWronment, Arrow **B** represents the combination of peer and practice 
integration, or the therapist and teacher collaborating tc create a plan for a 
regular education classroom. Arrow **C" represents the combination of func- 
tional and practice integration; this occurs when therapists work within self 
contained special education classrooms* 

The types and amounts of integration that occur for children with whom 
a therapist interacts, are a critical factor in determining where therapy services 
will be provided. Underlying an integrated therapy approach to ser\ ice pro- 
vision are assumptions that therapeutic assessment and interv ention are most 
useful when undertaken within natural life environments. Further, the great- 
est number pf opportunities for generalization of functional skills occur when 
services are provided in natural life environments* Occupational therapists 
identify those performance components that are interfering with natural life 
outcomes by foaising on the performance outcomes of learning, work, play/ 
leisure, communication, socialization, and activities of daily living. 

Planning Intervsntion 

Planned interventions are more likely to lead to attainment of the desired 
outcomes esuiblished for children, than are inter\entions that are pronded 
without accommodation for individual children's strengths and needs. 
Thoughtful i.iterv'entions result from a planning process used by thenpists 
to determine parameters of 5er\ice provision. A format designed to guide the 
process of planning for occupational therapy inter%ention is outlined on Fig- 
ure 6-7. Therapists account for all aspects of planning by completing infor- 
mation on the form in collaboratic n with other team members or, in some 
instances, without input from other team members. The written form, m turn, 
documents the decisions made during the planning process. 

All occupational therapy interventions provided for ch'ldren are designed 
to enhance attainment of desired outcomes stated on a formal planning doc- 
ument, such as the lEP or IFSP, Therapists establish separate objectives for 
occupational therapy services, including those implemented thiough direct 
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INTERVENTION PLAN 
Ch ;c;*sname: Date: 



Agency nar la: _ ■>„■ , - ,.- — — — O .iw. Age: yrs mo. 

Outcome Sta+tmert: , 



Oujcome Category: Learriing Work 

- - ^- Ptaylaisur© Communication 

Sodafiza^n ADL 

Perfo^'manca Components: 

ENABLING COi^PONCNTS: CONCERNS: 



Service Provision Models: 

Direct* Monitoring Consultation 

supervise adult teach adult 

adapt poature/mvml 

adapt taekm&tis 

^ adapt environ 

^provided in conjunction witti one or more other sen/ice models 
OIR£Cr n.a- 

Tar get Objective: ™ — ^ ,■ „,„ 



Inten/ention Appnwh: remed compens. prevent-interv. 

Oesotoe: . 



Location of Services: 

Intervention Procr Jures: 



Method (or Documentation of Perfonnan*^: 

beh?^/ior to be obsen^ed: 

natural envirorvnent for observation: , — - 

measuremenl'data to be collected: . 

criterion for successful perforrnaiKe: . 

MCNITCRING n.a. 

Target Objective. ^ — ^ . ^ 

Intervention Approach: reined compens prevent-interv. 

Descnlje: ^ — > . 



Location of Services: 

Intervention Procedures: 



Figure $-7. 
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Imptemenior: ^ teacher fami!y aide other; 

Training arid Verificalion StrrAegirs: 



P'eposerf Meeting Schedule: weeWy bimonthly monthiy 

Locatiori of meeting: „ 

Method for Oocumentition of Perfonnance: 
tjehavior to be observed: 



natural enviionment for observation: 
measurement'data to be coflected: ^ 
criterion for successful performance: 



COMSULTATION ne. 



Area of Concern: . — 

identi'^ed by: ^ , role: 

Statement of Area tj Addressed: 



Location dJ Sennces: 
Strategies: 



Proposed Meeting Schedule/ weeWy bimonnly monthly 

Location of fneeting: ^ - 

Method for Dccumet.tation of Performance: 
behavfcK to be observed: ^ . 



natural environment for observation: ™ 

measurement/data to be collected: ; 

criterion ter successful performance: . 

i Rgure 6-7. Continued. 

senice, iponicbring* or consultation. This target objective defines the specific 
purpose and cmpha?^s of therapy senice provision by defining an objective 
that is related directly to achievement of the overall outcome, A therapist 
designed i consultation intervention program to facilitate a child's ability \o 
play independently, an outcome that was identified by the child's parent and 
by team members as a whole. The occupational therapy target objective re- 
quired the child to use reach and touch skills to manipulate large toys that 
had been modified to facilitate the child's ability to interact with objects in* 
dependently. Team members established an outcome for a seven-year-old 
student to communicate with others in his school environment* The occu- 
pational therapist provided dir^^t therapy twice weekly within the child'i class- 
room, with the objective of improving the efficiency of reach and pointing 
skills for access^ and use of a direct selection communication device. In ad- 
dition, the therapist also developed a monitoring program where the speech 
pathologist and teacher used specitic facilitation and inhibition procedures 
whenever the child communicated, using the device with the objective of 
improving efficiency of reach and pointing skills. 

Intervention planning provides a means for description and documen- 
tation of: a) performance components, including those that enable perform- 
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ancc and those that arc of concern; b) sen ice p^o^ isioa models that will be 
used: and c) specific intcnention procedures within each of the service pro - 
vision models selected for use. 

Enabline Components and Concerns 

The positive and negative impacts of sensorimotor performance compo- 
nents on the stated outcome arc transferred from the Functional Skwls M- 
sessment Grid (see Figure 6-3) and become the basis for intervention 'hat will 
use a child's enabling performance components to address areas of conc-rn^ 
Fnabling components are those performance components that have been rated 
on 'he Functional Skills Assessment Grid as "NA. " no problems are identified 
in therapy assessment. Scores of * "2," and "3" indicate performance com- 
ponenis that arc i.-fluendng. inrerfering. or preventing Performance of a 
^ecific component, and are Usted as areas of concern ^hat u Ul be addressed 
ihrouKh interv ention. The uays in which both enabling components and con- 
cerns are accommodated within a specific intervention program derives di- 
rectly from the overaU intervention approach selected for use. Enabling per- 
forman'-e components become a means bypass areas of concern when a 
compensatory approach is selected. These same enabling components provide 
a vehicle by which concerns are addressed directly when remcd.ally focused 
intervenuon Is provided. For example, a therapist identified ^» Pj!^^"!""/^? 
components under the outcome area of sociahzauon as NA. with the ex- 
cepdon of attending skills vhich was r^ted as "3." The therapist used the 
child's existing performance components as a means to enable and develop 
attending skills during social activities. 

■ Service Provision Models and Intervention Strategies 

The plan for the n.odcl of serv ice provision is stated for each outcome that 
will be addressed through occupational therapy services. The forma: allows 
a therapist to indicate both the service provision model and the strategies that 

are planned for use, , , c 

The specific or target objective addressed by each model of serv ice proMsion 
selected for use is indicated on the Intervention Plan. Descriptions of the 
service provision approach, and the location where services will be provided, 
are also stated. A brief description of the interv ention procedures to be used, 
and statements of the methods for documenting performance connplete the 
plan. 

Alterinff the Intervention Plan 

Many of the parameters that are included on the Intervention Plan are also 
contained in legal planning documents such as the lEP or IFSP. Both of these 
documents require statements of the sen ices that w ill be provided their fre- 
quency, and duration. Legal requirements in particular states establish other 
parameters of the service provision process that also must be included on 
official planning documents. Any changes made in the Intervention Han that 
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arc also included on legal documents, may only be made under the conditions 
established for changing lEPs, H SPs, or other types of plans. Federal and 
most state legal requirements concerning plans of these types require formal 
review mechanisms, including conferences with parents and school adnvinis- 
traton, before changes may be made in the type? of ear!y inter\ention or 
related senices being provided, the frequency at which those services occur, 
and their duration. Families of cnUdren with disabilities are key members of 
programniing teams. Changes in the service prousion model(s) being used, 
frequency of contact between ihe therapist and child, duration of scr\ice, or 
termination from services, are first discusscc with the child's family. Ko changes 
arc made in occupational therapy Intervention Plans, or more formal docu- 
ments, without first providing families with an explanation and rationale for 
proposed changes, so that parents have the opportunity to contribute to these 
decisions and they can be shared with protessiona! team members. 

Some parameters of intervention planning may be changed by therapists, 
and documented in progress notes or other records that are kept as an ongoing 

record of senices being provided. The intervention procedures that a ther- ^ 
upist plans to use to enable a child to achieve a target objective may be changed 
on the basis of objective clinical judgement or documentation data. A therapist, 
for example, planned to use jaw control procedures to facilitate coordinated 
mouth opening and closing during eating, with a child with tow tone in the S 
oral musculature and difficulty closing the mouth. Clinical observation indi- g 
cated that the child did not tolerate jaw control and attempted consistently to t 
remove the therapist's hand. Intervention procedures were changed so that ^ 
a program of touch pressure sumulation was provided before eating, in order 

to allow the child to accommodate eventually to the touch pressure stimuli ^ 
provided tfirough jaw contro'. ' ' « 



Use of the Intervention Plan 

Occupational therapy Intervention Plans are outlined in Figures 6-8 and 6- 
9 to illustrate the outcome of the intervention planning process for two chil- 
dren. Figure 6-8 outlines the plan developed for Jared, an eight-year-old child 
with slightly diminished muscle tone, poor balance and postural control, and 
fine motor difficulties, who was originally labeled as developmentally delayed 
at the age of three years. Jared is enrolled in a regular education second grade 
class. His teacher referred him to the school district's diagnostic team due to 
concerns about his difficulties in completing legible scatwork. The team de- 
cided that Jared's areas of concern were best addressed by itinerant special 
education and occupational therapy services. The ocaipational therapist planned 
services that utilized monitoring of the special educator and physical educator 
and consultation with the classroom teacher. 

Figure 6-9 illustrates the plan developed for Rebecca, a l4-month-old with 
Down syndrome, w hose mother identified an outcome of desiring Rebecca to 
eat independently. The infant edu'-ator requested assistance from the pro- 
gram's occupational therapist who, in turn, determined that direct services 
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INTERVENTION PLAN 

Chikfsname: Jared Date: Jan, 25. 1989 

Agency name: Washington School Birthdate: Sept 14. 1980 

Chron. Age: 8 yrs- 4 mo. 
Outcome Statement: Jared wiH complete his seatwork legibly , 

Outcome Category: xx Leanwig Wortc 

« Ray leisure Communication 

Socialization ADU 

PerformaiKe Components: 

ENABUNG COMPONENTS: CONCERNS: 

aefcepfcii! sk»»!i manipulatloaliand use 

coonWve abilities memt of body position 

attending skills — 



Sendee Provi^ Models: 

Direct'" xx Monitoring xx Consultation 

XX supejrvise adult xx teach adult 



"provided in coi^unctkxi with one or more other service models 
DIRECT XX n.a. 

Target Ot^jective: . 



jgc adapt posture/mvmt 

xg adapt task/matis 

^ adapt environ 



Inten/entkxi Approach: ramed compens prevent*inten/. 

Describe: - ^ ^ 



LocatkKi of Sennces: — 
tnterventk>n Procedures: 



Method for Documentation of Perfonnnance: 
Behavkx to t)e observed: 



Natural environment for observation: _ 

Measuremenldata to be collected: 

Criterion for suocessKjl periomnance: ^ 
XX MONITGRINQ n,a. 



Target Qbjadflve: (a) Jared wHI remain In his chair throughout the s'catwork period, (bl Jared 

will complete a woricbook oaoe legibly 

Intervention Approach: xx remed compens prevent-inten/, 

I Describe: fa^ experiences to increase balance and postural control; (b) activities to 

I Improve hand usa ' 

* Location of Seortces: (a) gym fb^ special education classroom 

' Inten/ention Procedures: (a ) movement » iPloratlon: experimentation with body movement 

figure 6-8^ 
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fb) manipMtetlon tasks ; 

Implementor xx teacher - family aide other: ^ 

fa) Physical educator: fb) toectal educator 

Training and Verification Strategies: teachers will demonatrate techniques to Inerapist; 

therapist arwi teacher wi81 record data on same actMtle< and compare retx tts 

Proposed Meeting ScheUule: weekly xx bimonthly monthly 

Location of meeting: (a^ ovm lb) special education claasroom 

Method for Documentation of Performarvre: (postural control: hand use)* 

*Note: Measurement addresses classroom performance because ttis is ttie desired outcome 
from the interventions that win be provided in special education & PE). 

Behavior to b« obSoTved: Sitting at desk and VfOrking during sealworlc period 

Natural environment for observation: requiar classroom 

Measurementdata to be collected; time spent without hanging on chair back or lying 
on d% sktop; amt of work 

Critorion for successful performance: remains In chair 30 min. and completes at least 

two pages of work 

Behavior to be obsen^ed: work completed during seatwork period 

Natural environment for obsen/atton: regular classroom 



Measurement'data to be coi^^ed: completed seatwork paoes 

Criterion for successful oertormance: 90% legibility according to criteria collaboratively 
set by therapist and teachers 



XX CONSULTATION n.a. 

Area of Concern: teaming 



: Mentified by: Abigale Jennings role: dassrm, tchr. 



I Statement of Area to be Addressed: Jared*s ability to complete seatwork in a legible 

manner 

LpOcation of Services: regular classroom : 



Strategies: adapt pencil adapt chair, find alternate body positions, illow taping of harder 
work, provide more space to write 

Proposed Meeting Schedule: weekly xx bimonthly monthly 

Location of meeting: Washington School Conference Room 

Method for Documentatk)n of Performance: 

Behavior to be obsen/ed: completfon of legible seatwork 

Natural environment for obser^atton: regular classroom 



Measuremenldata to t>e collected: seatwork pages that l^ve been completed within a 

thirty minute seatwork period 

Criterion for successful performance; compietion of two pages of seatwork with 90% 

legibility In a 30 minute seatwork period, (legibility criterion set by teacher and 

therapist) 

' Figure 6-8. Continued 
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INTERVENTJON PLAN 



Child's nam*: 



Beb«cca 



Data: March 24. 1989 



Agency name: Midstatf qw»on«f Ptr, 



Birthdate: Jan. 11.1988 



Outcocne Statement Ret)ecca will eat »ndepend€nttY 

Outcome Categocy. " Learning 

. Pteyleisura 

Sodafaation 

Parfonnance Components: 

ENABUNG COMPONErJTS: 
mnmt ol bod Y ?oMon 



Chron. Age: 1_ yrs 2. 



mo. 



XX 



Wo.1t 

Communication 
AOL 



CONCERNS: 
utt^nsil ute 



lyiym^. foraatlna 



oral motor movements 



ttkmj. imrhirt of foodS 

Service Provlsioo Models: 
Direct* 



Monitoring 
supervise adult 



XX Consultation 
XX teach adult 

adapt postur»'mvmt 

adapt taslc'matis 

adapt environ 



• pn>vided in coi^unction with one or more other service models 

30C DIRECT ~ n.a. 

Ta.gtttOt]jorthfr ifh t^ will eat a meal lndei>tndently 



oontpons^ 



prevent^interv. 



'"*D^)^ ^glSff^i ^^SsS^ ^ .Horooriate'Sska. provide support for df vf lopment 
ift f^na akI" T, -ft r*^^"'*fl f*^"* — — 

Location of Seivlcer-ffiiysSfiaatiSSS* ; — - — ^ ' . . 

int«v«iti<yi Procedurar »«vM« oni mo tor facilitation: provide vert>al and physical cues 
i^'CgSff.SgfaS^^ o^«' motor akilla into other 

oHvacthfHIea . . 

Method tor Documentation of Perfomiance: 

behavior to be observed: -»«f nfl duf^nq fnacH y mf altlm^ 

natural environment for obsen^ation: JSfeESitllS^t 



mXI^i^^ WntffflWddrynK from str^w; number Of 



• p^onaful eaten 



■ -i- L- 1- xL-xjitful DOflominnrf ('^ *irinlclnn 4 ounces of liquid through a straw and 

the .ooonfal to her mouth and scrapll^ 

fpod from the f p9«n with her flpa. __ 

MONITORINQ n.a. 



Target Objecbve: 



Intervention Approach: 
Descril)e: 



remed. 



oompens. 



prevent-interv. 



Location of Services: — . 
Intervention Procedures: 



Implementor 



teacher 



family 



aide 



other: . 



Figure 6-9. • 
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Training and Verification Strategies: 



Proposed Meeting Schedule: weekly bimonthty monthly 

Location of meeting: _ . 

Method for Documentation of PerformarKs: 

behavior to be obsen/ed: • 

natural ei vlronmenl for observation: -^^ — 

measurement'data to be ooiiected: 

criterion tor successful performance: 



XX CONS'. 't-TATION n.a. 

Area of Concern: A^Mti,. of D.ilv Uvina: Eating — 

Identified by: PrtVeK^per „ role: -ESESM. 



Statement of Area to be Addressed: Rebecca s ability to fat by hersejf 

Location of Services: thf Velcwr howf _ — • 

Strategies: tf^ch mom about oral motor control, tech nloues for mouth and lip closure; 

provide technlfluee to Imof ove utena« use _ 

Proposed Meeting Schedule: " weekly bimonthly monthly 

Location of meeting: ^hf Vel<?9Py home — 

Method for Documentatkw of Peffoonance: 

' behavior to be obs^n/ed: ff ^rinq mf al or sna^ tfapi 

^nent for obsewation: Reb«cca f hptne 



measuremenldala to be collected: f mpunt pf liquid dr^ink from straw; number of 

tpoonsfui •attn — — : — : r 

criterion for successful perfomiance: Jff) ^^rlnkinq 4 pun^ef of llguM thrpogh ^ 
^iSSnaim^^tufStood bv b rinoino the sooonful to her mouth and scraping the 
food from the spoon with her Hps. . — . ■ 

Figura 6-9. Continu»d. 

and consultation with the mother were needed to assist Rebecca in achieving 
the desired outcome. She arranged to accompany the infant educator once 
wetkly on a visit to Rebecca's home during lunchtimc. The therapist prouded 
direct intervention during this time period and also reviewed Rebecca's per- 
formance and the strategies used at home with the mother. 

Addressing Management Issues 

Determination of Caseload 

An important aspect of the ser\ ice provision process is the determination 
of an appropriate caseload. Too many children on a caseload interferes with 
irffective service pro\ision, because sufficient ume is not available to give proper 
attention to individual needs. Therapists establish caseloads that acknowledge 
the variety of tasks that are required within the senice provision process, and 
provide a mechanism for interacting with significant individuals such as family 
members, other team members, referral sources and administrators. 

There are three task categories in the determination of caseload. The first 
category is comprised of the non-service provision tasks. This includes activities 
such as travel, lunch, and supervisory responsibilities. The time needed in this 
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category' calculated by adding the actual time spent in each of these tasks. 
The second category- is comprised of associated service provision tasks, such 
as team meetings and assessments. These tasks contribute to the $er\ ice pro- 
vision process by providing time for interaction and data gathering. .\n exact 
amount of time for these tasks is difficult to determine, due to variance from 
week to week or by time of year (e.g., more assessments at the beginning or 
end of the school year for school based therapists). An average amount of 
time spent per week is estimated. The time spent in these two categories is 
added and the total subtracted from the total time available in the work week, 
(see Figure 6-10 for an example). 

Total time available per week: 40 hours 

-total of categories one and two; x hours 

Time available for service provision: hours 

The third category is comprised of actual ser\ ice provision tasks. Service 
provision includes both the time spent with the individual, and the time needed 
to prepare for the intervention and document those interactions properly. 
Documenbuon provides a written record of the actions uken and decisions 
made on behalf of the indiridual. Chapter Eight provides an informative 
discussion about effective documenUtion strategics. An 80/20 ratio between 
time spent providing services, and time spent in related preparation and 
documentation has been suggested (AOTA, 1987). Use of this ratio means 
that for every four minutes of service provision, an additional one minute is 
set aside for preparation and documentation. For example, 

• . , . . for 30 minutes of service provision, an additional 7.5 minutes are 
needed for preparation and documentation, for a total of 37.5 minutes. This 
translates to 0.625 of an hour (37.5 minutes.'60 minutes = 00.625). 

• .... for a 60 minute ser\ice provision session, an additional 15 minutes 
would be needed for preparation and documentation. This total of 75 minutes 
translates into 1.25 hours. (75 minutes/60 minutes = 1.25). 

The therapist uses decimals such as these to determine the number of slots 
available for intervention: 

hours available for service provision _ no. of intervention 
decimal representing length of sessions slots available 

If the therapist sees children for thirty minute sessions, but sees children twice 
per week, then the total from the above calculation must be divided by 2 to 
arrive at the number of individuals that can be served. If the therapist sees 
children once a week for 60 minutes, then the total obtained from this division 
represents both the number of s!ots available, and the number of individuals 
who ca.i receive intervention. When children are seen in groups, the total 
amount of time for the group is divided among the members to keep calcu- 
lations consistent, and to accurately represent the amount of therapist time 
that is dedicated solely to each individual. All these options are combined to 
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SAMPLE CALCULATIONS 
Service Provision Time 

Mary works full time for a community-based agency. She travels two hours per week between 
the early intervention program and the independent living center. She spends 30 minutes per 
day at lunch. She spends an average of three and a ^ hours per week in team meetings and 
assessment tasks, although some times during the year are more concentrated on these t£ sks 
than others. 

total time available per week: 40 hours 

total of Category One: - 4.5 hours 

travel > 2 hours 
lunch - 2.5 hours 

subtotal 35.5 hours 

total of Category Two: - 3.5 hours 

team meetings 
assessments 

Time Available for Servtoe Provision 32.0 hours 

Figurt 6-10. 

produce a more" realistic schedule that is responsive to individual needs (e.g., 
some individually addressed in direct service, monitoring, or comulution; 
some seen in groups; some sessions 30 minutes per week, and some sessions 
60 or 90 minutes per week). Figure 6-11 provides an example of service 
provision calculations. 

A maximum ca&eload of 40 is recommended by AOTA (1987) for any 
school-based therapist. However, this figure is too high if travel, supervision, 

SAMPLE SERVICE PROVISION CALCULATIONS FOR MARY 
(See Figure 6-10) 

Time available for servk:e provision - 32 hours 

for 30 minute sessions for 60 minute sessions 

(0.625) (1^5) 

32 hrs'0.62S - 51 sessions 32 hrs'1.25 - 25 sessions 

availat>ie available 
per week* per week 

* if each child participates in two sdsstons per week, 25 persons can be scheduled. 

JAMPLE CALCULATIONS FOR SERVICES WHICH ARE PROVIDED IN GROUPS 
20 hours available for sen/ice proviskjn 
60 minute sesskms (1.2S) 

If there are two individuals per group, each individual wouU have half of the time dedicated to 
her/liim, or 0.625 hour per person (0.625 0.625 - 1.25) 

Therefore, although 20 hours/1.25 - 16 sessions, if one considers the number of individuals 
who can be served, (20 hoursX).62S - 32) 32 persons rweive services. 

Figure 6*11. 
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or oiher duties arc a regular part of the ^vork week. Pr ofessionals nuist consider 
seriously whether children are actually receiving effective occupational ther- 
apy senices when caseloads exceed recommended numbers. 

Scheduling and Time Management u u » n « 

Efficient scheduling and management of time is one mechanism that allows 
therapists to adequately address the needs of all children on a caseload. Sched- 
uUn« requires planning to increase efficiency. For example, therapists who 
schedule children in one special education classroom for services during a 
larze time block, will more efficiendy accommodate for scheduling problems, 
such as student absences, than will the therapist who schedules chiWren for 
individual time slots (e.g.. Campbell. 19S7a & b). Scheduling all children re- 
ceiving services, who are assigned to the same public school cluster group, is 
another way of scheduling to manage time more efficiently. Similarly, sched- 
ulinjt home visits for all children in the same area of the city on the same day. 
decreases the amount of dme that may be required for travel. Jherapists also 
consider creative plans for scheduling interv ention with particular children. 
For example, a more intense direct senice and monitoring scnedule, over a 
shorter period of time, may enable a child to become successful more quickly 
in a regular education placement, than if that same child received those serv- 
ices spread out over the entire school year. Problems concerning scheduling 
and time management are challenging issues for occupational therapists. Cre- 
ative solutions that are responsive to the organizational structure of the school 
or early intervention program, are possible when tiierapists consider all op- 
tions for service provision and maximally utilize ?vailable resource personnel. 

Use of Equipment and Materials to Enhance Intervention Outcomes 
Therapists frequentiy use special types of equipment and materials to carry 
out intenention programs. The equipment and materials are chosen because 
of the properties necessar>' to achieve functional outcomes. Therapists who 
select equipment and materials, on the basis of the properties required to 
achieve intervention objectives, have many alternatives available to them from 
children's environments. For example, equipment that provides an unstable 
surface to facilitate postural weight shifts may include not only a therapy ball, 
but also a nigh density foam block (available through furniture upholsterers), 
the cajre ball from physScal education, or rocker boats and other elementary 
school gross motor and playground equipment. Not only is a wider range of 
equipment available when therapists use available resources, but also skill? are 
more likely to generalize to functional life tasks. The objective of the inter- 
vention provided to develop postural shifting, is to enable the child to use 
this skill in functional situations, such as when using playground equipment. 
Skills are more likely to be established for functional use when natural, rather 
than contrived types of equipment are selected. 
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Providing Comprehensive Services 

I Many agencies have different purposes when providing early intervention 

■ or special education and related scnices. The purpose of early intervention 
: is to provide services designed to meet the developmental needs of children 

■ and the needs of families related to enhancing their children's dev elopment. 
I Public education programs for children with disabilities arc structured to 
I provide education and those related services necessary- for children to benefit 
; from education. Hospitals and other community agencies have as their mis- 
sions to provide services for special purposes, such as medically-related health, 
financial assistance, work preparation and training, or mental health pro- 

' grams. Pediatric occupational therapists may be employed in any number of 
settings by a wide variety of agencies. Occupational therapy serv ices provided 

' under that agency's administration and financing are aligned with the purpose 
of the agency. For example, services provided in public education settings 

. enable children tu benefit from educational opportunities. Addressing all of 

' the concerns identified through assessment is appropriate only when all areas 
of concern negatively impact on the child's participation in education. Areas 

; of concern that do not influence a child's educational performance are ad- 
dressed by other community agencies or resources. 

Each occupational therapbt has professiona); goals and purposes. It is im- 
portant for therapists to define these purposes dearly for themselves so that 

{ chosen professional activities enhance goal attainment Employment choices 
play a major role in either enhancing, or blocking professional goal attainment, 
with the best outcomes occurring when the mission of the employing agency 
and one's professional goals are aligned. Agency purposes often require 

' professionals to play a variety of roles and have a wide range of responsibilities. 
For example, a role that occupational therapists may be required to play in 
early intervention programs is that of a case manager or service coordinator 
for specifically assigned families. Similarly, many therapists employed in school 
settings may be responsible for coordination of children's therapy services 
with those being provided by other community agencies or medical facilities. 
Traditional roles of occupational therapists are expanding as current practices 
with infants and children change to better reflect current public policy and 
legislation. 
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Activity Guide Sheets 



When occupational therapists work in the schools, they are faced with creating a wide range 
of activities within a variety of environments. Sometimes resources are limited, and the 
'perfect' piece of equipment is not available to carry out an activity. Other times, it is most 
optimal to carry out intervention strategies within natural life environments (e.g., the classroom, 
P.E. class, recess). 

The following pages are Activity Guide Sheets which were compiled as a resource for 
occupational therapists in the schools. 



Some of the activities were adapted from: 

Bissell, J.,Fisher,J.,Owens,C.,andPoleyn,P. (1988). Sensory motor handbook: A guide for 
implementing and modifying activities i.. the classroom. Torrance, CA: Sensory Integration 
International. 

Bush, W. and Giles, M. (1969). Aids to Psy chnlin^is tic Teaching. Columbus, OH: Charles E. 
Merrill Publishing Company. 

Klein, M.D. (1987). Pre-Scissor skills: Skill starters for mot or development. Tucson, AZ: 
Therapy Skill Builders. 



Viese also serve as useful additional resources 
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Strategies to Facilitate Eye-Hand Coordination 



Eye-hand coordination is important for independent learning, work, play and self-care. 
Skilled hand use underlies the student's abihty to use tools effectively and visual guidance of 
hand movements improves their accuracy. Many tools require the use of both hands together, 
in reciprocal or lead-support movements. Scissors, pencils, crayons, bats, hammers, scr w 
drivers, silverware and toothbrushes are all tools that childrer learn to use. The following 
suggestions can facilitate eye-hand coordination leading to improved tool use. 

1. Play games and sing songs which require the student to clap to the music, clap or tap in 
patterns, (e.g., "Peas Porridge Hot" and "The Wheels on the Bus"). 

2. Teach the student to keep time to miisic with rhythm sticks, a tambourine, triangle, or any 
instrument which requires use of both hands. 

3. Require the students to fold their work papers to be handed in or taken home; have students 
fold napkins for snacktime. 

4. Create art projects which require paper tearing, cutting, use of glue bottle, coloring, drawing 
and use of small items (e.g., macaroni, beads). 

5. Create a learning station which contains manipulative items for students: 
a. pop beads of different shapes and sizes 

Duplos/Legos 

beads, macaroni, lifesavers and string 

sewing cards - if you do not have resources to purchase sewing cards, make some from 
cardboard, or greeting cards, punch holes around the edges and place lace with a 
long plastic tip (e.g., a shoe lace) on the card 
a paper punch - encourage the students to punch out holes to make a design 
clay or playdough - instruct the students to pinch, roll, squeeze, and make shapes 
a stapler - have students collate and staple papers together make designs with the 

staples, use a small stapler for small hands 
spring closure clothespins - teach the students how to play "Crown the King"; place 
the clothespins around edge of a coffee can which has a man's face glued to it . . . 
large tongue depressors glued to clothespins make it easier for children with weaker 
hands to open them 

tongs and tweezers - use them to pick up and place objects such as cotton balls, blocks, 
macaroni, etc. 

activities which require glue - use a squeeze type glue bottle 
Lite Brite game- set up particular patterns for the students 

potholder looms- cut up a variety of fabrics to provide various kinds of stretch (e.g., thick 
or thin knits, elastic) 



b. 
c. 
d. 



e. 
f. 

g- 

h. 



1. 



J- 
k. 

1. 
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Eye-Hand Coordination Continued 



m. nuts and bolts- let the students screw them together 



6. Plan some cooking activities. Provide a variety of kitchen implements to use such as spoons, 
whisks, manual egg beater, rolling pin, tongs, etc. 

7. Play games and act out stories using hand puppets. 

8. Teach the students how to make "shadows on the wall" with their hands. 

9. Provide sponges, squeeze bottles, and squirt toys for water play when appropriate. 

10. Create a construction area which contains common tools such as a screwdriver, pliers, 
rubber hanmier, saw, nuts and bolts. Teach students their proper use. 

11. Provide painting opportunities on various sizes of paper. 

12. Practice pre-writing patterns on large sheets of paper and the blackboard. 

13. Write or draw on sidewalks, blacktop or pieces of screen; they all provide resistance during 
the movement. 

14. Allow the student to wash the blackboard. 

15. Develop strength in the hand to hold and manipulate tools: 

a. have the student swing using a rope (requires a tight grasp to hold onto the rope) 

b. play tug-o-war 

c. pull taffy 

d. create sculptures with playdough or clay 

e. tear papei or fabric 

f. use a paper punch or stapler 

g. construct and dissemble Duplos/Legos 

16. Play balloon volleyball; use paddles, paper plates or hands to hit the balloon. 

17. Use a flashhght; have the child follow the hght spot as it moves around the room, and point 
to or touch the spot upon request. 

. 18. Play "Cat & Mouse" on the chalkboard. Draw a dot, then another. Have the child draw 
a line from one to the other. Thi& requires the child to follow your hand movement. Make 
movement in diagonal, horizontal, vertical, and circular patterns. 
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Eye-Hand Coc dinadon Continued 



19. Teach the children finger games (e.g., Eensie Weensie Spider, Little Bunny Fu Fu, Twinkle, 
Twinkle Uttle Star, Head and Shoulders, Knees and Toes, Vm a Little Teapot, Where is 
Thumbkiii? Little Ducks Out to Play). 

20. Teach the students to snap their fingers. 

21. Teach the class sign language or the manual alphabet. 

22. Show the students how to pop soap bubbles in the air. 

23. Create a town on a large piece of butcher paper. Give students match box cars and allow 
them to "drive around town." 




( \.iupiiti' .nal riu'r.ipv KiUu\itu'-'; 
The Univfisitv Kansas Mctiu >ii C (. nU'i 
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Strategies to Facilitate Production of Written Work 



Students who have difficulty completing 'vritten assignments legibly and in a timely manner 
may have poor fine motor control. The following suggestions offer alternative strategies so 
these students may feel successful while producing the work needed to allow the teacher to 
judge their competency. 

1. Determine a realistic amount of materials needed to indicate the student's proficiency in 
the subject. Grades can be determined by the percent correct from completed items. 

2. Determine a criterion for performance (e.g., five consecutive correct answers) and let the 
student stop when the criterion is met. 

3. Allow the student to work at a manageable speed and determine the grade by computing the 
percent of items finished. 

4. Use alternative methods of testing, such as, multiple choice, true/false, or matching instead 
of essays. When longer answers are needed, allow the student to respond orally, tape 
record the answers, or assign someone to write down what the student says. 

5. Fine motor difficulties may become more pronounced as the day progresses. The following 
adaptations may be helpful if this is the case: 

a. demand more written work in the morning 

b. allow homework to be completed using an alternative method (i.e., tape recorder or 
computer) 

6. Create a writing sample that is acceptable for a particular classroom. Place clear contact 
paper over the sample and give to the student as a guide for what writing should look like; 
allow the student to trace the words with a water color marker for practice. 

7. Provide alternate methods of completing assignments to decrease handwriting requirements; 
these suggestions also enable the student to demonstrate knowledge in content areas with 
less interference from hand control. Allow the student to: 

a. use a computer or typewriter 

b. use a tape recorder 

c. dictate answers to another student or the teacher 

d. quiz the student orally 

8. Make a mastei- copy of a written assignment; have the student trace over letters/words being 
used in the assignment. 

9. When appropriate, allow student to draw pictures to communicate acquired knowledge 
r ather than relying only upon written language. 

OcCUp.ltUHUll TluTiipV }'.dlK\ltii>II 
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Strategies Which Facilitate 
Development of Scissors Skills 



When a student is unable to use scissors accurately and efficiently, many classroom 
activities are poorly executed or not completed. Along with activities to increase the student's 
ability to use both hands together efficiently, strengthen hand muscles, and refine fine motor 
control (see guide sheets wiiich offer suggestions in these areas), materials and methods for 
scissor activities can be modified for successful classroom participation. Specific cutting 
activities can also be helpful. 

1. Determine the appropriate type of scissors for the student Consider the factors of hand 
dominance, hand size, level of fine motor control, and level of independence. One can 
purchase electric scissors, easy grip (loop) scissors, safety scissors, double ring training 
scissors, adult scissors at school supply, hardware and fabric stores. 

2. Choose the appropriate cutting material. Thicker paper (such as oaktag, index cards, 
construction paper) is often easier to cut for beginners. Regular paper or paper sacks are 
an intermediate paper weight Onionskin and nonpaper (such as string, tape, playdough) 
are the most difficult materials to cut. 

3. Select the appropriate size of paper. The paper should be cut into a size which is easily 
manageable for the child. 

a. Beginning cutters can use two-by-one-inch strips of paper to refine their open/shut hand 

movements. The paper strip can usually be cut in half, with only one or two attempts, 
giving the student a feeling of accomplishment 

b. If the student has the cutting movement, but cannot manage both scissors and paper, 

hold the paper for the student, tape or clip it to a stable surface (i.e., desk 
or clipboard). 

4. Work on coordination for scissors use: 

a. Punch holes in paper, have the student cut from one hole to another. 

b. Make shapes using stamps, have the student cut from one shape to another. 

c. Make cutting templates. Using two pieces of heavy cardboard and utility knife, cut a 1" 

Une in both pieces. Tape the pieces together on three sides to form a pocket. Slide 
paper in the pocket and show the student how to cut the line following the slit in the 
template. 

d. Draw thick lines on a piece of paper. As skills improve, the line can be lengthened and 

made thinner. 

5. Recognize the developmental cutting sequence: straight lines, angled lines (square, triangle); 
curved lines (circle), and then figures. 
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Strategies to Facilitate 
Organization of Ciassroom Materials 



Students experiencing difficulty with classroom activities may have problems organizing 
their materials in preparation for a task. Th'sy may not be able to locate the appropriate 
materials needed for a project They may have difficulty finding an object when it is mixed in 
with other things (figure ground), they may only recognize an object if it is oriented in a certain 
direction (spatial orientation), or they may recognize an object only when they see the entire 
object (visual closure). The following suggestions offer alternative methods to assist the child 
in organizing materials for use in the classroom. These strategies compensate for poor 
organization by providing an organizational structure. 

1. Design a map of the student's desk space. Teach the student how to find and return each 
material to its appropriate space according to the map. 

2. Color code materials by subject: color code all books, notebooks, file folders, etc., the same 
color for each subject. 

3. Put all materials for each subject in a separate packet. Arrange these packets according to 
the student's schedule. (Note: this suggestion requires purchase of multiple pencils, pens 
and crayons). 

4. Use alternative work spaces. Replace standard school desks which have storage compartments 
underneath with: 

a. cubbies on the wall 

b. a table with storage behind the table 

5. Label storage areas according to student's schedule. 

6. Use one large notebook (with tabs and file folders if possible) for all subjects. Color code 
tabs with subjects for ease in finding appropriate place in notebook. 

7. Place all materials for one subject on one lunch tray. Hand the lunch tray containing the 
appropriate materials to the student at the start of the lesson. 

8. Take control over the student's materials yourself. When a lesson is about to begin, use the 
target student's materials for your initial demonstrations, then hand the materials to the 
student one part at a time. 
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Strategies to Facilitate Completion of Seatworic Pages 
Adaptation for Visual and Attentionai Demands 



A student may have difficulty completing seatwork pages for a variety of reasons, including 
poor attention to the task, poor fine motor or perceptual skills for placement of responses on 
the page, or poor ability in the learning area (e.g., math, reading). While a remedial program 
is frequently indicated to address their problems, there arc a number of ways to adapt seatwork 
activities to increase the potential for successful task completion. This guide sheet addresses the 
perceptual and attentionai features of seatwork. Please refer to the eye-hand coordination 
guidesheet when it seems this is the interfering variable. 

1. Place fewer items on each page, and space the items fui ther apart. This strategy provides 
more space for writing answers, and decreases the amount of work required in one task. 
The student will feel positively about completing the task, which can provide motivation to 
complete other seatwork tasks. 

2. Create a tagboard shield with a window cut in the center to reveal one item at a time. The 
student can move the window from item to item to complete the seatwork page. 



a) spelling paper 
& pictures 



b) cut tagboard 



c) tagboard over 



Spelling 

at sat 
cat mat 





This strategy decreases the number of visual distractors available for each time, but may 
require additional stability in the non-preferred hand to hold the shield in place. Therefore, 
it is most useful for students with visual perception problems but not those with motor 
problems. 
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Completion of Seatwork Continued 



3. Teach the student how to use a straight edge (e.g., ruler or cardboard marker) to keep the 
place on the page. Allow the student to use an index finger to keep place on the page, 

4. Fold the seatwork paper in columns or rows, and number each of them in succession. As the 
student completes one section, the paper can be unfolded to reveal the next section. 

5. Sometimes the use of a shield, or paper folding is not enough to enable the student to 
manage the task. In these cases, the paper can be cut apart into manageable sections, and 
then taped back vogcther when the items are finished. When a student is very active or 
distractiblc, the task can include getting up to turn in each strip; this enables the student to 
move and shift attention to a new task for a short period of time before proceeding with the 
seatwork- 

6. Outline each item with a heavy or dark line, or use a sequence of colors to mark items. This 
sometimes provides external cues to enable the student to focus on each item separately. 

7. Number the lines on the paper to assist the student in keeping the place on the page. 

8. Provide an example of a correctly completed seatwork page that is in the same format as the 
desired performance. Students can see how large the writing is and how spacing should look. 

9. Allow student to check work themseWes as soon as it is completed. This provides the student 
with immediate feedback, and helps with retention of correct knowledge, 

10. Allow student to correct errors without penalty when practicing a new skill. This encourages 
cognitive skill development without penalizing the student for poor perceptual and attentional 
difficulties. 

11. Create situations in which visual and touch cues can be used to support task completion (e.g., 
placing arm on the student's shoulders, providing frequent eye contact). 

12. When presenting materials at the chalkboard or overhead, use a pointer to cue the 
student. 
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Strategies to Facilitate Homeworic Completion 



Students sometimes have difficulty getting materials home to be able to do the assignments. 
The following are suggestions for organizing homework at school so assignments can be 
successfully completed at home. 

1. Teach the student how to keep a homework assignment notebook (e.g., at the end of each 
class period record any assigned homework). 

2. Cue the student to place homework assignment materials in a separate location at the end 
of each period. 

a. place a box, bin, or folder on a shelf in the room 

b. hang a large, heavy manila envelope from side of the student's desk with tape. 

c. obtain a separate book bag for homework. 

d. place a backpack or other bag on the back of the chair. 
Place homework assignments in the pack as they are assigned. 

3. As homework is assigned, prepare a packet for the target student which will be taken home 
at the end of day. 

4. Decrease amount of the homework assignment (e.g., give five problems instead of ten) to 
reinforce task completion. 

5. Provide direct and concrete expectations (i.e., "This paper s to be turned in to Mrs. J ones 
at 8:00 a.m."). Create a timeline of assignment due dates with the student. 

6. Teach the .student how to keep a calendar for assignments. Teach the st\!dent time 
management strategies, such as estimating task length and planning when and how the task 
can be completed. 
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Strategies to Facilitate tlie Student's Ability 
to Copy From tlie Chailcboard or Overhead 

Students with learning problems may have difficulty copying from the board. They may be 
able to read what is on the board but be unable to reproduce the material on their paper. This 
could be due to poor short-term raemoiy, difficulty transferring a vertical perceptual image to 
a horizontal one, difficulty keeping/relocating the place on the board, or problems re-creating 
the forms (letters or numbers) with the \/riting utensil. 

1. Provide oral directions along with the written directions placed on the board. 

2. Provide the student v,ith a written copy that may be used at the desk. 

3. Allow the student to look on with another student to check the copying accuracy. 

4. Move the student close to the board or screen and decrease visual distractions uetween the 
student and the image to be copied. 

5. Write material in different colors for each line; this will provide an additional visual cue for 
the student. 

6. Teach the student to transcribe the work from an audiotape that you make of the materials. 

7. Create an alternate strategy for accomplishing the learning objective. 
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Strategies to Facilitate Attention to Task 
Adapting the Environment 

Students who are having difficulty with classroom participation and task completion can 
be distracted by many types of stimuli (e.g., noise, objects, movement, bumping). Minimizing 
tb^ ^*fects of these naturally occurring stimuli increases the student's ability to focus on 
claisn om activities and complete tasks in a timely mamier. 

1. Scat the target student in an area ofthe classroom which provides the least amount of 
unpredictable activity. Qassrooms are active environments, but many activities are 
routine and predictable, and so students can tolerate them more easily. Consider the 
frequency of activity and its predictability when choosing a seating location. For example, 
placement close to the teacher's desk may enable the teacher to monitor the student's 
performance, but may also be the hub of activity for the classroom, creating many distractions. 
It may De more useful to select comers of the room that are away from traffic areas for target 
students. Avoid other high traffic/high activity areas, such as the doorway, the coatrooms, 
the bathroom entrance, the shelf which contains handouts or readers and the small group 
work table. 

2. Use study carrels or other designated study areas to reduce the amount of the visual 
environment with which the student must cope. Study carrels with sides also reduce noise 
from surrounding spaces. 

3. Whenever possible, create work groups for this student. This will facilitate attention to 
activity and allow the teacher to monitor the student's progress more easily. 

4. Identify the type of stimuli that distracts the student and select work areas which have the 
lowest ..icidence of these stimuli. For example, a student who is distracted by noises 
may do well in a comer away from the door which has a busy bulletin board on the wall. 
Although the bulletin board is a very strong visual stimulus, it will not bother this student; 
the persons walking up and down the hall would, however. 

5. Organize the students desk and supplies so that the work surface is clear of everything, 
except what is needed to complete each assignment For example, place all the necessary 
items for a classroom task (e.g., math lesson) on one lunch tray. Place the lunch tray on the 
student's desk at the beginning of the lesson. 

6. i n :or ; ■/.♦v physical movement into work time in the classroom. Provide opportunities for 
the s.ii io get out of the seat (e.g., get a drink or bring paper to teacher's desk). 

7. Create a schedule for the student within which activities change frequently. The change of 
pace facilitates attention to the new task each time. 



o 

ERIC 



D Resources for Rural School Occupational Therapists 



Occupational Thcrapv Eduratu>ii 

The University of Kansas Medical Center 

Kansas City, Kansas 1990 




Managing Occupational therapy in Rural Education 



Strategies to Facilitate Orientation 
in th!e Overall Educational Environment 



Some students have difficulty orienting themselves within the overall educational environment. 
For example, they may not be able to find learning stations within the classroom, or may get lost 
traveling from one classroom to another or from one area of the school building to another. 
These students need assistance to map the environment in concrete ways. 

1. The class can create a map of the classroom, which includes significant landmarks and clear 
labeling of storage, wor!:, and traffic areas. The map can be used by all students in the 
classroom. 

2. If it is inappropriate to create a map as a class project, make one with the student. Obtain 
cues from the student about what information would make the map more helpful. 

3. Color code areas of the classroom so the student can associate a color with a particular 
learning or work task (e.g., the reading table, the puzzle area, coded yellow and materials 
coded red). 

4. Arrange the student's class schedule so that the student can remain in one claissroom or 
portion of the building for large portions of the day (e.g., one place in the morning and 
another in the aftemoor). 

5. Pair the targeted student with someone who has the same class schedule, to provide 
naturally occurring cues for movement within the school building. 

6. Place signs in key locations around the school which provide useful cues for the student. 
Examples include: 

* post class times and subjects outside each room; highlight the target student's time 
slot 

* place color-coded signs on rooms which correspond to the target students' notebook 
for that subject 

* place arrows on the wall at key choice points (e.g., a hallway branch which is likely to 
cause difficulty) 

7. Place colored tape along hallways which indicate how to get to key locations (e.g., the yellow 
line leads to the music room, the blue line leads to the office). 
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Components of Optimal Seating for Students 



When a desk is the proper size for a student, it is easier for the student to sit quietly in the 
desk and complete seat work. The following guidelines ensure proper fit of the desk for the 
student. An occupational or physical therapist can assist with adaptations to ensure proper fit. 

With student sitting in the chair, be sure that: 

a. the back rests against the back of the chair 

b. the hips are bent to 90 degrees (a right angle) 

c. the knees are ber * to 90 degrees 

d. the ankles are b ^nt to 90 degrees 

e. the feet are flat on the floor 

When sitting at the desk, be sure that: 

a. the table hits the student at mid chest-height 

b. the elbows and forearms can rest comfortably on the table 
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Strategies to Facilitate 
Independent Mobility Within the Education Environment 

Some students may not be able to get from one place to another within the time frames 
normally allotted. They may not have the physical strength or coordination to move as fast as 
their classmates (e.g., with cerebral palsy) ormay use equipmentsuch as wheelchairs or crutches 
to move about in the environment. Listed below arc suggestions for facilitating the students' 
transition between classes, or other educational settings. 

1. Arrange the student's class schedule so that morning classes are clustered at one side of the 
building and the afternoon classes are in another. 

2. Allow the student to leave each class a few minutes early to get to the next class on time. Give 
class assignments at the beginning or middle of class, rather than the end of the class period, 
or prepare written assignment sheets for students so the target student does not miss 
homework assignments. 

3. Provide space in each classroom for the student to keep books and materials that are not 
needed for homework. This will decrease the time needed to gather materials to get to the 
next class, and decreases the amount the student must carry between classes. 

4. Consider if a means of wheeled mobility would be appropriate. Can student propel him/ 
herself more quickly on a scooter board? Would a wheelchair for long distance transport 
(class to class, to bus, etc.) be a "least restrictive" alternative? For younger students who 
are developing mobility skills, make a game out of getting from cla.ss to class by timing 
student with a stopwatch; chart performance on a graph to record improvements as they 
occur. 

5. Create a reinforcement mechanism to reward the student for moving about in an efficient 
manner within the education environment. 

6. In some cases, it may be more beneficial for the walking student to use a wheeled device for 
getting around in the school. This option is useful if walking expends a great deal of energy 
which might decrease the student's ability to attend to and complete school tasks. Consider 
a range of options (e.g., a scooter beard, a wagon, a wheelchair, an electric car) to best match 
the student's needs and the school environment's characteristics. 
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Strategies to Facilitate Gross Motor Slcllis 



Effective use of t^e body for movement is called gross motor coordination. Many activities 
facilitate the development of gross motor skills. The following list contains suggestions to assist 
one in getting started. 

1. Teach the children a variety of ways to play on a swing: 

a. As the children are lying prone (on the stomach) in the swings, havr them push off the 

wall or another person with hands and/or feet 

b. Have the children sit straddling the swing while swinging front to back and side to side. 

c. If the swing allows, twiat the swing in a circular motion, then let the swing unwind so the 

children can spin. 

d. While the children are lying on their stomachs, have them throw bean bags at a target. 

As skills improve, have the children throw objects at a target while gently 
swaying in a swing. 

2. Teach the children rope activities: 

a. Teach children to jump rope; begin with jumping over a rope placed on the floor, then 

increase height of rope, sway the rope and finally turn the rope. Then teach the 
children jump rope games. 

b. Have children pretend to be a mountain climber by leaning back while holding onto a 

rope which is attached to a stationary object. WhUe holdingthe rope taut the children 
can move in a forward motion, and then can "repel down the mountain" using a 
backward movement 

c. Teach the children jump rope patterns with Qiinese jump ropes (elastic stretched 

around two children's ankles; other children jump in, around the elas tic rope, 
catching and releasing the elastic with their feet. 

d. Play tug-o-war. 

3. Show the children how to play with balls: 

a. Play dodge ball. Have children stand against the wall and try to dodge the ball as you 

throw it at them. 

b. Play catch with children using various balls (e.g., smaller or larger, lighter or heavier). 

Show the child how to put more force behind the ball while throwing it. 

c. Have the children roll a ball across the room using a stick, bat, or golf club to guide it. 

d. Have children throw the ball at a target on the wall or a basket on the floor. Start with 

them standing fairly close and increase the distance as skills increase, 
c. Use a large ball for a "seat" as they complete table top activities. 

f. Have the children catch the ball with one or both hands; throw the ball in the air and catch 

it. 

g. Have children dribble the ball standing still, then walking and running; require them to 

alternate hands while dribbling. 
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Gross Motor SkUls Continued 



6. 
7. 



8. 
9. 



Play gajnes >¥ith a balloon as if it were a ball. 

a. Have children hit the balloon into the air with a paddle or a paper plate. 

b. Have children play **volleybair* with a friend. 

c. Have children hit the balloon using different body parts. 

d. Have children Idck the balloon into the air and catch it 

e. Have children see how long they can keep the balloon up in the air. ITiey can be allowed 

to move freely around the room, or iiave to stay within a specified area. 

Use a cloth turmel with a wire skeleton inside it for activities (can be purchased at a 
children's toy store). 

a. Have children crawl forward and backward through a tunnel. 

b. Have children throw or push a ball through the tunnel; have the child roll a ball back and 

forth to a partner. 

c. Have children stand and place the tunnel over the child (vertically). Then have the child 

try to push the tunnel down to floor, and step out of it. 

d. Have children roll across the room inside the tunnel. 

e. Have two children crawl through the tunnel, starting at opposite ends and crawling over/ 

under each other when they meet inside. 

f. Use the tunnel as a part of an obstacle course. 

Have the children roll the barrel ac-oss the room; place objects m the way to increase 
difficulty. They can go over or around the object. 

Teach children games on the chalkboard; the large movements in the vertical plane are 
helpful: 

a. Have children practice writing on the chalkboard; add interest by using colored chalk. 

Have the children write using large motions. 

b. Give the children a piece of chalk in each hand. Have them do the same thing with each 

hand, such as a vertical line, horizontal lines, or circles. 

c. Draw a "road" on the chalkboard. Have children draw a line through the road or move 

a small car over the road. 

d. Play a game of "cat and mouse" by drawing dots on the chalkboard; have children 

draw a line from one dot to another. 

e. Write the numerals 1 - 5 on the chalkboard in a random pattern. Have the children do 

the same. The therapist connects one set of nimierals and they must then connect 
the other set without crossing the therapist's line. This activity requires motor 
planning. 

Place squares on the floor and require the children to keep their feet "frozen" on their 
square. Create activities which require the children to shift body posture and cross midline. 

Teach the children various animal walks and jumping or hopping patterns. 
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Gross Motor Skills Continued 



10. Incorporate common gross motor objects into the childrens' play repoirtoire: 

a. hippityhop 

b. hula hoop 

c. frisbee 

d. riding toys 

e. tires 

f. scooter boards 

g. barrels 

h. scooters 

11. Encourage children to play on playground equipment. 
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Adaptations xo Physical Education Activities 

Students with learning problems and/or physical disabilities may have difficulty participating in 
physical education. Good rapport between the therapist and the P.E. teacher facilitates 
effective program planning. The following suggestions address ways to modify activiaes for 
optimum student participation in physical education. 

1. Select non-competitive sports which require students to compete against their own 
performance. Provide graphs/charts on which each student can chart progress (e.g., 
number of seconds standing on 1 foot, number of steps on balance beam, or number of times 
a target is hit or a ball is caught). 

2. If a student with a physical disability is in the class, provide adaptive equipment such as: 

a. Wheelchair volleyball, basketball, or tag. Have another student push the student's 

wheelchair, or scooter board for at least part of the session, if endurance or speed is 
a problem. This will free the student to participate better, and increase social 
interactions. 

b. Use an oversized bat for Softball. 

c. Use oversized balls for games with targets. 

d. If a child has poor balance or endurance provide a chair for calisthenics, ball passing, etc. 

e. Lx)wer basketball goaVvolleyball net. 

f. Use larger scooter boards. 

3. Adapt the game/activity for student's participation, for example: 

a. allow student to bat, but have designated runner; double up on outfielders so student can 

play. 

b. Allow the student's standing line to be closer to the target. 

c. Allow student to walk on lines on floor instead of using balance beam. 

4. For strengtij and endurance activities, set the student's own baseline and encourage to 
improve from that point. 

5. If a P.E. activity is too difficult or cannot be adapted easily for student, provide alternative 
activities they cando by themselves. Assign a rotation within the class so that other students 
work with the target student, so they are not alone or isolated. Examples of appropriate 
ac tivities could include: 

a. Specific progressive/resistive exercises. 

b. Lifting weights. 

c. Walking laps around gym (Poor balance, endurance, or uses walker). 

d. Box hockey and shuffle board can be done from a chair. 

e. Most children can play with balls in any position ( .e., sitting or laying down; throwing, 

catching, kicking, rolling). A medicine ball or weights on child's extremities can 
increase the difficulty/physical benefit of such activities . 

Occupc^.tiona' TherapN' Fidiication 
The University ot Kansas Mcdh ai < '-ii!' : 
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Therapeutic Activities Using a Baiance Beam 



These activities are designed to develop a child's balance and postural stability skills. Activities 
can be started on the ground and moved to more difficult levels (e.g., taped line on floor, beam 
on floor, beam up two inches, bean* up four inches; beam of 3 inches width, beam of 1 1/2 inch 
width, beam of gradient width, going from large to small). If you don't have access to a balance 
beam, or can't transport or store a full sized beam, locate a 3 to 4 foot length of sanded 2x4 board 
from a shop class or lumberyard. 

1. Have the child crawl across the balance beam. 

2. Have the child lie on back or stomach on the balance beam. 

3. Have child stand on balance beam for as long as possible. 

4. Have the child walk forward or backwards on the balance beam. 

5. Have the child step over a small object while walking on the balance beam. 

6. Have the child slide along the balance beam (forward, sideways), or walk heel to toe. 

7. Have the child stand on the floor and hop or jump from one side of the beam to the other 
in a forward, backward, and sideways direction. 

8. Have the child change directions while walking on the balance beam. 

9. Have the child play catch while standing or walking on the balance beam. 
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Therapeutic Activities Using Pages From a Coloring Boole 



Fine motor control and eye-hand coordination can be facilitated in a number of ways. Tracing 
and coloring provide practice and task variety for improvement of these important skills. 

1. Have the child trace a picture from the coloring book. 

2. As the child is coloring, point out which object to color; tell which color to use; provide 
instruction about how to color (e.g., use small circles moving fingers only, color in a vertical 
or horizontal movements). 

3. Place the page being colored on top of a piece of sand paper, a fine screen, etc., to provide 
kinesthetic input. 

4. Make a transparency of a page from the coloring book. Using an overhead projector, show 
it on a large piece of paper on the wall. Have the child trace the picture and then color it. 

5. Allow the child to color a page lying on the stomach on the floor, standing up holding paper 
against the wall, or kneeling at a table. 

6. Provide the child with a variety of drawing media. Magic markers (scented/unscented), 
chalk, crayons of different sizes/shapes, colored pencils, etc. 
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Therapeutic Activities Using Common Objects 

Small objects are frequently used in the classroom to teach a variety of concepts to children (e.g., 
sorting, counting). They are also useful for the development of fine motor skills. 

1. Create a bin filled with paper clips, safety pins, etc. Direct child to pick them up and place 
them in specific places. Have time trials to see which objects are "faster" to pick up. 15 
to 30 seconds is an adequate amount of time for each trial. Keep a chart and let each child 
beat "personal best'*. 

2. Find small objects that the child can load into trucks. Load the truck by pretending the 
child's hand is the crane, picking up only a few pieces at a time with the fingers. 

3. Have the child unscrew nuts, bolts, and washers of various sizes, then separate into 
containers of similarly sized and shaped items. The child can also reassemble. 

4. Have the child identify objects of everyday use by touching them without being able to see 
objects (i.e., comb, toothbrush, key, pencil, block, etc.). 

5. Collect everyday items (i.e., shoe, belt, knife, pair of glasses, pencil, comb, etc.) in a box. In 
a second box have picture of the same items. Have the child find the picture that matches 
the object they hold which you pick on it. 

6. Dried seeds provide an excellent medium for sorting. The seed assortment might contain 
kidney beans, lima beans, calico beans, northern bean, and popcorn kernels. This can be 
made fun by gluing the beans on construction paper to make a picture. 

7. Buttons may be sorted by size and color. They can be placed in a plastic bottle to make 
noisemakers, or threaded together to create jewelry. 

8. Wooden beads may be sorted by shape and color. Have children string them together. 

9. Use muffin pans, egg cartons, small plastic containers, small aluminum pie pans, or paper 
cups for sorting activities. In the beginning, use exact number of containers needed for the j 
sorting activity. 
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Therapeutic Activities Using a ladder 



The following activities are designed to develop a child's motor planning abilities, body 
awareness, dynamic balance, eye-foot coordination, bilateral coordination, and overall gross 
motor coordination skills. 

1. With the ladder in an upright position, have the child climb ladder, jump off the ladder from 
different heights. 

2. Lay the ladder down on the floor and have the child walk across the rungs of the ladder. 

3. Have the child crawl through the ladder when it is placed on its side. 

4. Have the child jump or hop through the spaces in the ladder when it is placed on the floor. 

5. Have the child bear-walk, bunny-hop, or crab-crawl through the rungs or on the parallel 
boards of ladder. 

6. Have the child walk with one foot between the rungs and the other foot outside the ladder. 

7. Have child hop and jump through rungs of ladder. 
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Therapeutic Adaptations for Painting 



1. Use a variety of materials for painting including glue, shaving cream, and pudding. 

2. Mix different textures into the paint, (e.g., sand, paper punches, starch, flour, or gravel). 

3. Vary the size of paper the child uses to paint. Children can use bigger movements when the 
paper is larger. 

4. Mix paint with marbles inside a box lid. /tsk the child to use two hands to hold the lid and 
move the marbles around. 

5. Have the child paint with string. 

6. Vary the size of paint brushes, or use sponges cut into different sizes and shapes. 

7. "Paint" by squeezing drops of food coloring on slightly damp paper. 

8. Paint the sidewalk or blacktop with water, soapy water, or water colors. 

9. Let child paint in bathtub with colored soap markers. 
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Therapeutic Activities Using Paper 



Paper can be used in a wide variety of ways, providing many opportunities for practicing 
perceptual and motor skills. 

1. Make paper chains. This activity incorporates cutting with scissors, folding, pastix.g, and 
perceptual organization. 

2. Have the child punch holes in paper using a paper punch, as part of art projects. 

3. Use different kinds of paper for activities (e.g., different colored construction paper, 
cardboard typing paper, tissue paper, sandpaper). Each provides a different type of 
resistance, flexibility and tension. 

4. Vary the placement of the paper. Have the child do activities with the paper taped to the 
wall, on a table, at the desk, on the floor, on a slanted board. 

5. Crumble newspaper pages into large balls, small balls, tight balls, or loose balls. Have the 
child throw them into a basket or at a target. 

6. Tear various weights of paper into small pieces requiring the child to use a fine pincer grasp. 
The pieces can be used as confetti or in an art project. 

7. Fold a piece of paper one or two times, diagonally, horizontally, etc. Have the child copy or 
imitate the same folding pattern. 
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Therapeutic Group Activities Using a Parachute 



If a parachute is not available, a sheet can be substituted. 

1. Have a child sit in middle of a parachute. Instruct the class to hold onto the parachute as they 
walk along in a circle and spin the student. 

2. Have a child sit in the middle of parachute. Two adults can lift the parachute, making a 
hammock, and lock the child back and forth. 

3. Have a child place a ball in the center of a parachute. Have the children raise and lower the 
parachute, trying to keep the ball in the center. 

4. Have the children raise and lower the parachute. Call out a few students' names and have 
them run under the parachute to the opposite side, trying to get across before the parachute 
drops. 

5. Instruct the children to roll up the edges of the parachute as tightly as possible, to decrease 
movement of the parachute. 

6. Instruct the children tc lift the parachute up, pull it behind them over their heads and sit on 
it. Everyone is then inside the parachute as it billows above. 

7. Have the children stand up, then pick up the parachute. Instruct them to walk quickly, 
slowly, hold the parachute high or low as they walk around in a circle. 
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Therapeutic Activities Using Puzzies 



Puzzles challenge perceptual organization skills. Achild must be able to visualize how the parts 
of a picture fit together. These perceptual skills are also important for other learning tasks such 
as map reading, or geometry. 

1. Use picture from magazines, advertisements, etc. to make a puzzle of famihar products. Cut 
into two pieces. When the child has mastered this, cut the puzzle into more pieces. 

2. Have the child draw a picture. Paste onto cardboard and cut into puzzle pieces. The parts 
will be familiar to the child. 

3. If only a small number of puzzles are avaOable, or if the puzzles have only a few pieces, 
increase the complexity by using two or three puzzles at the same time. 

4. Puzzles with peg handles are appropriate for very young children, or a child with poor grasp. 

5. Let the child put puzzles together while maintaining the body in various positions (e.g., 
propped on elbows, hands and knees, half kneeling, tall kneeling, or standing). 

6. Ask child to sit on an unstable surface while putting a puzzle together (e.g., a tiltboard, 
barrel, or T-stool). Activity combinations such as these combine the requirement of postural 
control with cognitive and perceptual demands. 
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Therapeutic Activities Using Scooter Boards 



The following activities are designed to increase a child's motor planning, body awareness, 
overall strength and endurance and to be fun! These can be done with an individual student, 
group, or incorporated into a P.E. class. 

1. Have children lay on their stomachs or backs or sit (legs crossed or underneath them) on the 
scooter boards. Then they can: 

a. be pulled around while holding onto an object (e.g., rop«, hula hoop, towel, bat, broom 

handle, rubber tubing) 

b. push themseWes in a circular motion 

c. spin themselves in a circle 

d. make a "train'*: have children grab each other's ankles (lying); wrap legs around 

another child's waist (sitting) 

e. push themselves off wall with hands or feet, pretending to be a rocket 

f. push themselves between adult's legs 

g. catch a ball thrown to them while cruising across tb*; gym 

h. grabbing or touching an overhead hula hoop with one or both hands 

i. move around the room with objects placed on their backs, or stomachs 

j. using a hallway, have the children push themselves between the two walls, hands on one 
wall, feet on the other 

k. ride down a ramp; with a heavy object on back; crash into a wall of boxes; go under a 
rubber strip (e.g., a piece of inner tube) suspended between two points trying to catch 
the strip with their hands 

1. push themseh^es forward and backward quickly without picking hands up off the floor 

m. mo'"! across the room using a plunger in each hand 

n. push themseWes along a path on the floor, carrying a sand bag in one hand 

o. move through a maze of boxes or cones 

p. pull themselves across the room using a rope that is secured on one end 
q. complete an activity while on the scooter: (e.g., place puzzle pieces on one side of room, 
and designate a place to put the puzzle together in another area of the room, 
have the children get 1 piece of the puzzle at a time, as in a relay). 

2. Many scooter board activities can also be done with the students in tall kneeling or standing 
positions. This requires a higher level of dynamic balance, and should be done only with a 
child who is secure and safe when participating in scooter activities in the sitting position. 
Qosc supervision is a necessity in these activities. 

3. The children can also push/pull another child or adult on the scooter. 
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Therapeutic Activities Using Siiape Cards 

Make shape cards by cutting the primary shapes out of cardboard. The cards can be used for 
many individual and group activities which combine cognitive and motor skills. 

1. Give directions that when the triangle is shown the children clap hands. When the square 
is shown they tap their toes. Change or add directions as the child improves. 

2. Have two identical sets of shape cards. Expose a short series of shapes. Have the child place 
the same series of cards on the table (start with a matching task, and then do it from 
memory). 

3. Have the children find objects in the room that match the shape on the cards. 

4. Have the child choose a card and try to draw it on paper. 

5. Have the children try to make their own bodies look like the shape on the card. 

6. Mount small catalog and magazine pictures which show an everyday object with a familiar 
geometric shape. Examples: a cracker, clock, or cushion in a circle shape; a window or table 
in a rectangular shape. Direct the child to sort these pictures by shape. The child may select 
a specific shape, or the sorting may be done in piles in the center of the table. 
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Therapeutic Activities Using Soap Bubbles 

Soap bubbles provide a medium for developing eye-hand coordination, visual tracking and oral 
motor control. Since students enjoy playing with bubbles, it is frequently a good activity 
selection. 

1. Blow the bubbles for the chile. Have the child pop the bubbles; specify which finger, or 
number of fingers the child can use. Select other body parts, such as feet, elbows, or chest. 
Change initial body position to encourage different patterns of movement (e.g., propped on 
elbows, sitting on a tiltboard, tall kneeling, 4 point position, 1/2 kneeling, or up on tiptoes.). 

2. Ask the child to count the bubbles as they are popped. 

3. Teach the child to blow the bubbles. Encourage the child to blow bubbles towards a 
specified object. As the child gets stronger, increase the distance to the target object to 
require harder bi awing. 

4. Place bubble mixture in a bowl or other container. 

a. Have child blow through a straw into a mixture and make bubbles. 

b. Have child make bubbles using a kitchen whisk or beater. 

5. Teach the child how to use a bigbubble wand; this incorporates large motor movements into 
the eye-hand coordination task. 
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Therapeutic Activities Using Tires 

These activities are designed to be fun and enhance the development of children's body 
awareness, balance, strength, and overall gross motor development This **equipment" can 
be easily incorporated into P£. or recess activities. 

1. Have the children push a tire across room with their hands or feet 

2. Have relay races with the children canying a tire around their waists or on their shoulders. 

3. Have the children play bumper cars while cariying tires around their waists as bumpers. 

4. Place the children's feet inside a tire and have them crawl or walk across the room. 

5. Have the children straddle an old tire and bounce on it 

6. Have the children run, jump, or hop through an obstacle course of old tires. 

7. Have the children do different animal walks through an obstacle coune made out of old 
tires. 

8. Have the chfldren crawl or walk through tires. 

9. Have the children run, jump or hop while rolling a tire. 

10. Place the children inside several tires, and roll them across the room . 
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OCCUPATIONAL THERAPY NOTES 



Student's Name:. 
School: 
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OCCUPATIONAL THERAPY DATA SHEET 



Student: 
Goal: 



Teachen 
Year: 



DATE 
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OCCUPATIONAL THERAPY DATA SHEET 



Student:, 



Year. 
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Time Management Issues 



Many therapists have inquired about appropriate caseloads for school based practice. 
This is a difficult issue. Therapists want to be helpful, and so tend to increase their caseloads 
ad infinitum. Occupational therapists must consider the point at which students are not actually 
benefitting from their expertise, because the service provision is so diluted that its effects are 
diminished. The other danger in this *helping* approach is that others may begin to feel that 
occupational therapy doesn't have any impact, which can lead to questions about why we are 
in the schools at aB. The American Occupational Therapy Association has created recommended 
guidelines for caseload determination, which are available in the honk G^delines for Occupational 
Tt ierap Y Services in School Systems. 2nd ed. (1990). Rockville, MD: The American Occupational 
Therapy Association, Inc. 

The following entry is excerpted from: 

Chapter 6: Designing Pediatric Service Provision in Pediatric Occupational T herapy: Facilitating 
Effective Service Provision, edited by Winnie Dunn. Copyright 1990 by SLACK Inc. Reprinted 
with permission. 
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TIME MANAGEMENT ISSUES 



DETERMINATION OF CASELOAD 

An important aspect of the service provision proc- 
ess is the determination of an appropriate caseload* 
Too many children on a caseload interferes with atten- 
tion to individual needs. Therapists establish caseloads 
that acknowledge the variety of tasks that are required 
within the service provision process, and provide a 
mechanism for interacting with significant individuals 
such as family members, other team members, referral 
sources and administrators. 

There are three task categories in the determina- 
tion of caseload* The first category is comprised of the 
non-service provision tasks. This includes aaivities 
such as travel, lunch, and supenosory responsibilities. 
The time needed in this category is calculated by adding 
the actual time spent in each of these tasks. The second 
category is comprised of associated service provision 
tasks, such as team meets and assessments. These tasks 
contribute to the service provision process by provid- 
ing time for interaction and data gathering. An cxaa 
amount of time for these tasks is difficult to determine, 
due to variance fi'om week to week or by the time of 
year (e.g., more assessments at the beginning or end of 
the school year for school based therapists). An aver- 
age amount of time spent per week is estimated. The 
time £pen t in these two categories is added and the total 
subtracted fi^om the total time available in the work 
week, (see figure 6-10 for an example). 

Total time available per week: 40 hours 
-t otal of calepofles one and two: x tiours 
Time available for ter^ce provision: hours 

I he third category is comprised of aaual service 
provision tasks. Service provision includes both the 
time spent with the individual and the time needed to 



prepare for the intervention and document those in- 
teraaions properly. Documentation provides a writ- 
ten record of the actions taken and decisions made on 
behalf of the individual Chapter Eight provides an in- 
formative discussion about effective documentation 
strategies. An 80/20 ratio between time spent pi ovid- 
ing services, and time i^pent in related preparation and 
documentation has been suggested (AOTA, 1987). 
Use of ratio means that for every four minutes of 
service provision, an additional one minute is set aside 
for preparation and documentation. For example, 

♦....for 30 minutes of service provision, addition 7.5 
minutes are needed for preparation and documentation, 
for a total of 37.5 minutes. This translates to 0.625 of an 
hour (37.5 mlnutes/60 minutes « 00.625). 

*....for a 60 minute sen/Ice provision session, an 
additional 1 5 minutes would t^e needed for preparation and 
documentatk)n. Thistotalof 75 minutes translates into 1 .25 
hours. (75 minuies/60 minutes » 1.25). 

The therapist uses decimals such as these to deter* 
mine the number of slots available for intervention: 

hours available for service provision no. of intervention 
decimal representing length of sessions^ slots available 

If the therapist sees children for thirty minute sessions, 
but sees children twice per week, then the total from 
the above calculation must be divided by 2 to arrive at 
the number of individuals that can be served* If the 
therapist sees children once a week for 60 minutes, 
then the total obtained from this division represents 
both the number of slots available, and the number of 
individuals who can receive intervention. When chil- 
dren are seen in groups* the total amount of time for 
the group is divided among the members to keep 
calculations consistent, and to accurately represent the 
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amount of therapist time that is dedicated solely to 
each individual. All these options are combined to 
produce a more realistic schedule that is responsive to 
individual needs (e.g., some individually addressed in 
direct service, monitoring, or consultation; some seen 
in groups; some session 30 minutes per week, and some 
sessions 60 or 90 minutes per week). Figure 6-11 
provides an example of service provision calculations. 

A maximum caseload of 40 is recommended by 
AOTA (1987) for any school-based therapist. How- 
ever this figure is probably too high if travel, supervi- 
sion* or other duties are a regular part of the work 
week. Professionals must consider seriously whether 
children are actually receiving effeaivc occupational 
therapy service when caseloads exceed recommended 
numbers. 

SCHEDUUNG AND TIME MANAGEMENT 

Efficient scheduling and management of time is 
one mechanism that allows therapists to adequately 
address the needs of all children on a caseload. Sched- 
uling requires planning to increase efficiency. For 
example, therapists who schedule children in one spe- 
cial education classroom for services during a large 
time blocks will more efficiently accommodate for 
scheduling problems, such as student absences, than 
will the therapist who schedules children for individual 
time slots (e.g., Campbell, 1987 a&b). ScheduUng all 
children receiving services, who are assigned to the 
same public school cluster group, is another way of 
scheduling to manage time more efficiently. Similarly, 
scheduling home visits for all children in the same area 
of the city on the same day, decreases the amount of 
time that may be required for travel. Therapists also 
consider creative plans for scheduling intervention 
with particular children. For example, a more intense 
direct service and monitoring schedule, over a shorter 
pe iod of time, may enable a child to become successful 



more ^'^^ ''kly in a regular education placement, than if 
that child received those services spread out over 
the entire school year. Problems concerning schedul- 
ing and time management are challenging issues for 
occupational therapist Creative solutions that are 
responsive to the organizational structure of the school 
or ear!y intervention program, are possible when th- 
erapists consider all options for service provision and 
maximally utilize available resource personnel. 

USE OF EQUIPMENT AND MATERIALS TO 
ENHANCE INTERVENTION OUTCOMES 

Therapists frequently use special types of equip- 
ment and materials to cany out intervention programs. 
The equipment and materials are chosen because of 
the propenies necessary to achieve functional out- 
comes. Therapists who achieve intervention objec- 
tives, have many alternatives available to them from 
children's environments. For example, equipment 
that provides an unstable surface to facilitate postural 
weight shifts may include not only a therapy ball, but 
also a high density foam block (available through fur^ 
niture upholsterers), the cage ball from physical educa- 
tion, or rocker boats and other elementary equipment 
available when therapists use available resources, but 
also skills are more likely generalize to functional life 
tasks. The objective of the intervention provided to 
develop postural shifting, is to enable the child to use 
this skill in functional situations, such as when using 
playground equipmeuL Skills are more likely to be 
established for function use when natural, rather than 
contrived types of equipment are selected. 

PROVIDING COMPREHENSIVE SERVICES 

Many agencies have different purposes when pro- 
viding early intervention or special education and re- 
lated services. The purpose of early intervention is to 
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provide services designed to meet the developmental 
needs of children and the needs of families related to 
enhancing their children's development Public edu- 
cation programs for children with disabilities arestruc- 
tured to provide education and those related services 
necessary for children to benefit from education. 
Hospitals and other community agencies have as their 
missions to provide services for special purposes, such 
as medically-related health, financial assistance, work 
preparation and training, or mental health programs. 
Pediatric occupation therapists may be employed in 
any number of settings by a wide variety of agencies. 
Occupational therapy services provided under that 
agency's administration and financing are aligned with 
the purpose of the agency* For example, services 
provided in public education settings enable children 
to benefit from educational opportunities. Addressing 
all of the concerns identified through assessment is 
appropriate only when all areas of concern negatively 
impact on the child's participation in education. Areas 
of concern that do not influence a child's educational 
a child's education performance are addressed by other 
community agencies or resources. 

Each occupational therapist has professional ^Is 
and purposes. It is important for therapists to define 
these purposes clearly for themselves so that chosen 
professional activities enhance goal attainment 
Employment choices play a major role in either en- 
hancing, or blocking professional goal attainment, with 
the best outcomes occurring when the mission of the 
employing agency and one's professional goals are 
aligned* Agency purposes often require professionals 
to play a variety of roles and perform a wide rang of 
responsibilities. For example, a role that occupation 
therapists may be required to play in early intervention 
programs is that of a case manager or service coordina- 
tor for specifically assigned families. Similarly, many 
therapists employed in school settings may be respon- 
sible for coordination of children's therapy services 



with those being provided by other community agen- 
cies or medical facilities. Traditional roles of occupa- 
tional therapists are expanding as current praaices 
with infants and children change to better reflect cur- 
rent public policy and legislation. 
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Fact Sheets on Common Disabilities 



The National Information Center for Children and Youth with Handicaps (NICHCY) has 
created a wide range of materials for public use. This section contains a sample of their 
information sheets on conmion pediatric disabilities. They are useful for teachers and parents 
and were very helpful to our preservice students. 



Please write to NICHCY to obtain a complete list of information sheets that are available. 



This fact sheet was developed by InterAmerica Research Associates, Inc pursuant to contract 300-82-0247 with 
Special Education Programs of the U.S. Depamnent of Education. The contents of this publication do not necessarily 
reflect the views or policies of the Department of Education, nor does mention of trade names, commercial products 
or organizations imply endorsement by the U.S. Government 

This information is in the public domain unless otherwise indicated Readers are encouraged to copy and share 
it, but please credit the National Information Center for Youth with Handicaps. 



National Center for Children and Youth with Handicaps 

P.O. Box 1492 
Washington, D.C. 20013 
(703) 522-3332 
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national Inrormation Center For Children And Youth With Handicaps 

P.O. 80x1492 Washington, D.C. 20013 



CEREBRAL PALSY 



Definition 



According to the United Cerebral Palsy Associa- 
tions, Inc, cerebral palsy is a group of disabling condi- 
tions caused by damage to the central nervous system* 
•*Ccrebrar refers to the brain, while "palsy^ describes 
lack of muscle control that is often (but not always) a 
nervous system symptom. Cerebral palsy can be mild 
or severe. 

Damage to the brain may occur before or during 
birth because of illness in pregnancy, premature deliv- 
ery, or lack of oxygen supply to the bab^, or it may occur 
early in life as a result of an accident, lead poisoning, 
illness, child abuse, or other factors. 

Incidence 

Approximately 700,000 Americans (or 16 out of 
every 5,000) have some degree of cerebral palsy. Ten 
thousand babies with the disorder are bom each year, 
and another 2,000 acquire it in the early years of life. 

C haracteristics 

Four main descriptions of cerebral palsy have 
been idcntifled: 

1. Spastic - the most common type, which results 

in tense, contracted muscles; 

2. Athetoid - characterized by constant, uncon- 

trolled movements; 

3. Ataxic - typified by poor sense of balance and 

depth perception; and 

4. A combination of the types of cerebral palsy 

listed above* 
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The effects of cerebral palsy depend on the extent 
and location of the brain damage. One or more of the 
following conditions may occur: 

- seizures; 

- problems in vision, hearing or speech; 

- abnormal sensation or perception; 

- impaired cognitive functioning, including men- 

tal retardation; and/or 
• impairments in arm and leg movement 

Educational Imolications 

Early identification of cerebral palsy can lesson 
developmental problems and lead to appropriate treat- 
ment when it helps most Special educators and physi- 
cians have discovered that early intervention can make 
an important difference. Early intervention programs 
enlist parents and other family members to work with 
the child in specific activities. These activities for 
children with cerebral ^alsy may include: 

- speech and language therapy; 

- occupational therapy; 
' physical therapy; 

- medical intervention; and 

- social services* 

Among the services that the older child with cere- 
bral palsy may need are: attendant care, continuing 
therapy, special educatkin, counseling, vocational train- 
ing, and recreation training. The services required will 
vary from person to person depending on the nature 
and severity of the handicap. 
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Treatment of cerebral palsy requires close coop- 
eration between the individual and the family, along 
with cooperation with educational, medical and social 
services. To promote personal growth and independ- 
ence, parents and teadiers should avoid overprotec- 
tion and encourage children to uke risks within the 
limits of safety and health. Tfacheis and classmates 
should understand that, although children with cere- 
bral palsy have a physical disability, they are more like 
their classmates tb&n different 

Important advances have take place in the last 15 
years which have had a great effect on the long-term 
well-being of children bom with cerebral palsy. Ad- 
vanced technology has been applied to the needs of 
persons with cerebral palsy, including computers and 
engineering devices. Technological innovations have 
been developed in the areas of speech and communica- 
tions, self-care, and adapting employment Thefiiture 
may bring even more significant applications. 

Another important development lias been the 
increased ability of persons vith disabilities, including 
those who have severe disabilities, to live independ- 
ently in the community. Independent living opportu- 
nities exist in the range from group shared and super- 
vised apartments to individuals with disabilities living 
on their own in the community with appropriate sup- 
port services. Independent Living Centera, staffed and 
run by persons with disabilities, have proven to be im- 
portant resources for persons with disabilities. For 
more information on independent living centers, please 
contact NICHCY. 



RESOURCES 

Fmne, N.R. Handling the Young Cerebral Palsied 
Child at Home . 1975. (EP. Dutton and Co., 2 
Park Ave., New York, NY 20016.) 

McDonald, E.T. Treating Cerebral Palsv: For Qini- 
cians bv ainicians . 1987. (PRO-ED. Inc., 5341 
Industrial Oaks Blvd., Austin, TX 78735.) 

Prensky, A.L & Pulkins, H.S. Care of the Neuroloei- 
callv Handicaooed Child: A Book for Parents and 
Professionals . 1982. (Oxford University Press, 
1600 PoUitt Drive, Fair Uwn, NJ 07410.) 



Schleichkora,;. Copingwith C erebral Palsv: Answers 
to Ouestions Patents Often Ask: 19&3. (PRO-ED, 
Inc, 5341 Industrial Oaks Boulevard, Austin, TX 
78735.) 

ORGANIZATIONS 

American Academy for Cerebral Palsy and Devel- 
opmental Medicine 
1910 Byrd Ave., Suite 1 18 
P.O. Box 11086 
Richmond, VA 23230-1086 
804-282-0036 

ERIC Qearinghouse on Handicapped and Gifted 
Children 

Council for Exceptional Children (CEQ 
1920 Association Drive 
Reston, VA 22091 
703-620-3660 

National Easter Seal Society 
2023 West Ogden Avenue 
Chicago, IL 60612 
312-243-8400 

800-221-6827 (Toll Free Outside IL) 

United Cerebral Palsy Associations, Inc. 
66 East 34th Street 
New York, NY 10016 

212-4ia-6300 

800-872-1827 (Toll Free) 



United Cerebral Palsy Assodations, Inc. 
1522 K Street, N.W., Suite 1112 
Washington, DC 20005 

202-842-1266 

(Toll Free Numbers) 

800-872-2827 - Affiliate Relations Dept. 

800-872-5827 - Community Services and Gov- 
ernmental Activities Office 
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Nadonal InformaUon Center For Children And Youth With Handicaps 

P.O. 80x1492 Washington. O.C. 20013 



PHYSICAL DISABIUTIES AND SPECIAL HEALTH PROBLEMS 



Definitions 



Orthopedic or physical disabilities describe medi- 
cal or struauiai conditions whidi no^ be serious enough 
to disrupt the child's development and require special 
attention in school. Typical examples of orthopedic or 
physical problems include disabilities present at birth 
(such as missing limbs, spina bifida, etc), as weU as 
physical problems resulting from other causes (such as 
oontraaures caused by bums or fraaures, etc). In 
addition, neurological problems, such as cerebral palsy, 
may be included in this category. 

Health impairments may result in limited strength, 
vitality and/or alertness. Asthma, cardiac conditions, 
sickle cell anemia, epilepsy, and leukemia are examples 
of health impairments that coukl interfere with a diikl's 
education. 

Prevalence 

One half of one percent {.5%) is the figure usually 
cited in estimates of school aged children with physical 
or health impairments. Cerebral palsy accounts for a 
large part of this percentage, followed by spina bifida. 

Characteristics 

Physical disabilities can produce a variety of char- 
acteristics. Children may experience a wide range of 
restrictions on their activity, from little or no to a 
complete restructuring of daily life. The most severely 
affected children may require intensive medical and 
educational help. 

Physical problems may interfere with children's 
motor functioning, communications, learning skills, or 
social development. 



Educattonal Imolteations 

The contributions of such related services as physi- 
cal, occupational, and speech and language therapy are 
often central to the education of children with physical 
disabilities. The greatest progress is achieved when 
therapy suggestions are consistently applied in the 
child's home as well as in school. This carryover 
strengthens appropriate feeding, positioning, and lan- 
guage stimulation patterns. 

Architectural fiaaors must be considered. Section 
504 of the RehabiUtation Act of 1973 requires that 
programs receiving Federal funds make their pro- 
grams accessible. This could mean structural changes 
(for example, adding elevators or ramps) or schedule 
or location changes (for example, offering a course on 
the ground floor). 

Sometimes the nature of the diikl's disability requires 
changes in school equipment or curriculum. In the 
same way as a student's placement should be the least 
restrictive one for him or her, the day-to-day school 
pattern also should be as "normal" as possible. 

Physical disabilities can have profound effects on 
children's emotions and social development. To pro- 
mote growth, parents and teachers should avoid over- 
protection and encourage children to take risks within 
limits of safety and health. Teachers and classmates 
should also understand that, although children with 
physical disabilities and health impairments may be 
physically handicapped, they are more like their class- 
mates than different from them. 

Technology holds great promise for making the 
life ofachildwith a disability more "normal." Compu- 
terized devices, for example, can help nonvocal, se 
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verely physically involved children communicate, per- 
haps for the first time. 

Students who require recurring or long term hos* 
piul care for their condition nuy need special services 
such as tutoring or homebound instmaion to keep up 
with their class. Depending upon the nature and 
severity of the condition, counseling for the entire 
fiamily may be helpful. 

REFERENCES 

Best, G. A Individuals with Phvsical Disabilities . 1978. 
(CV.MosbyCo., 11830 Wcstline Industrial Drive, 
St. Louis, MO 63141) 

Bigge. J.L. Teaching Individuals with Phvsical and 
Multiple Disabilities. 1981 (Charles a Merrill 
Publishing Co., Columbus, OH 43216) 

Birch. J.W. « Reynolds, M.C Teaching ExcepUonal 
Children in All American's Schools. 1981. (The 
Council for Exceptional Children, 1920 Associa- 
tion Drive, Reston, VA 22091) 

Calhoun, M.L., & Hawisher, M. Teaching and Learn- 
ing Strategies for PhvsicalW HandicaDt)ed Stu- 
dents . 1979. (University Park Press, 233 Redwood 
Street, Baltimore. MD 21202) 

Darling, R.B., & Darling. J. Qiildren Who Are Differ- 
ent. Meeting the Challenges of Birth Defects in 
Society . 198Z (CV. Mosby Co., 11830 Wcstline 
Industrial Drive. St. Louis, MO 63121) 

Epilepsy Foundation of America. Eoilepsv: You and 
Your Child . 1980 (Epilepsy Foundation of Amer- 
ica. 4351 Garden Qty Drive, Landovcr, MD 20785) 

National Rehabilitation Information Center. Learn- 
ing to Live w!th Disability. A Guidebook for 
Families . 1980. (National Rehabilitation Infor- 
mation Center, 4407 8th Street, NE. Washington, 
DC 20017) 

McCollum, AT. Coping with Prolonged Health Im- 
pairment in Your Child . 1975. (Little, Brown & 
Co., 34 Beacon Street, Boston, MA 02106) 



MuUins, J.B. A Teacher's Guide to Management of 
Phvsical Handicapped Students. 1979. (Charles C 
Thomas Publisher, 2600 So. First Street, Spring- 
field, IL 62717) 

Prensky, AU & Pulkes, H.S. Care of the Neurologi- 
calJv Handicapped Child. 1982. (Oxford Univer- 
sity Press, 200 Madisoii Avenue, New York, NY 
10016) 

Umbrcit, J., & Cardullas, O. (Eds) Educating the 
Severehr Phvsicallv Handicapped; 1980. (Special 
Press, P.O. Box 2524, Columbus, OH 43216) 

RESOURCES 

Accent on Information 
P.O. Box 700 

Guillum Road ft High Drive 
Bloomington, IN 61701 

American National Standards Institute 
1430 Broadway 
New York. NY 10018 
(212) 354-3300 

American Coalition of Citizens with Disabilities 
1346 Connecticut Avenue, N W 
Washington, DC 20036 
(202) 785-4265 

Cancer Information Qearinghouse 
National Cancer Institute 
Bethseda, MD 20205 
(301) 496-4070 

The Candlelighters Foundation 
2025 I Street, NW - Suite 1011 
Washington, DC 20006 

Division of Physically Handicapped 
c/o The Council for Exceptional Children 
1920 Association Drive 
Reston, VA 22091 

Epilepsy Foundation of America 
4351 Garden City Drive 
Landover, MD 20785 
(301) 459-3700 
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March of Dime Birth £>efects Foundation 
P.O. Box 2000 
1275 Mamaroneck Avenue 
White Plains, NY 10605 
(914) ^28-7100 

National Association of the Pfay^cally Handicapped 
76 Elm Street 
London. OH 43140 
(614) 852-1664 

National Easter Seal Society 
2023 W. Ogden Avenue 
Chicago, IL 60612 
(312) 243-8400 

National Library Service for the Blind & Physi- 
cally Handicapped 
Library of Congress 
1291 Taylor Street, NW 
Washington, DC 20547 

National Rehabilitation Infonaation Cente. 
4407 Eighth Street, NW 
Washington, DC 20017 

ITnited Cerebral Palsy Association 
66 E. 34th Street 
New York, NY 10016 
(212) 481-6300 
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national information Center For ChUdren And Youth With Handicaps 

P.O. Box 1492 Washington, 0,C. 20013 



VISUAL IMPAIRMENTS 



Definitions 

The term "legally blind", "panially sighted", and 
"low vision*" may mean different things in legal and 
educational contexts. The educational definitions of 
the teims are given below. 

- Visual handicap indicates that some type of vis- 

ual problem has resulted in a need for special 
education. 

- Blindness refers to a condition with no vision or 

only minimal (light perception). Blind stu- 
dents learn via Braille or other non-visual me- 
dia. 

- Low vision refers to limited distance vision. 

People with low vision are able to see items 
close to them. They use a combination of 
vision and other senses to learn, although they 
may require adaptations in lighting or size of 
print. 

Visual impairments can include myopia, hyper- 
opia, and astigmatism; problems in the visual field; and 
muscular problems that result in visual disturbances. 

Incidence 

The rate at which visual impairments occur in the 
general population inaeases considerably with age, 
especially after 65. For individuals under 45, the esti- 
mated incidence is 7 per 1,000; for individuals over 65, 
it is 44.5 per 1,000. 



Characteristics 

The effect of visual problems on a child's develop- 
ment depends on the severity, type of loss, age at which 
the condition appeared, and overall functioning level 
of the child. The child may be delayed in motor, 
cognitive, and/or social development. 

A young child with visual handicaps has little 
reason to explore interesting objects in the environ- 
ment, and thus may miss opportunities to have experi- 
ences and to learn. This lack of exploration may con- 
tinue until hearing becomes motivating or until inter- 
vention begins. 

Because the child cannot see parents or peers, he 
or she may be unable to imitate social behavior or 
understand nonverbal cues. Visual handicaps can aeate 
obsucles to a growing child's independence. 

Educational imoHcations 

The student with visual impairments should be 
tested early in order to assess remaining vision. Main- 
streaming has been a successful way of serving the 
academically oriented student with visual hanclicaps. 
These students may need additional help with special 
equipment and modifications in the regular curricu- 
lum to emphasize listening skills, communication, 
orientation and mobility, vocation/career, and daily 
living skills. Students with low or limited vision may 
need help in using their residual vision more efficiently 
and in working with special aids and materials. Stu- 
dents who have visual handicaps combined with other 
types of handicaps may have greater need for an inter- 
disciplinary approach and may require greater cmpha- 
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sis on self care and daily living skills. It is important 
that all membets of the school team and parents under- 
stand the child's physical capabilities and limitations. 
To promote growth, parents and teachers should avoi(* 
overproteaion and encourage chilaren to take risks 
within the limits of safety and health. Teachers and 
classmates should also undentand that, although chil- 
dren with visual impairments and children who are 
blind are handicapped, they are more like their class- 
mates than different from them. 



REFERENCES. 

Barraga.N. Visual Handicaps and Learning: A Devel- 
opmental Approach. 1976. (Wadsworth Publish- 
ing Co., 10 Davis Drive, Belmont, CA 94002) 

Book^' ider, Susan. Mainstreaminc Wha t Every Qifld 
Needs to Know About Disabilities . 1978. Contains 
classroom unit on blindness. (Exceptional Parent 
Press, 605 Commonwealth Ave., Boston, MA 
02215) 

aeaiy, Margaret Please Know Me As I Am. A Guide 
to Hdo Children Undeisiand ChiMren With Special 
Needs . 1975. (Exceptional Parent Press) 

Com, A., & Martinez, E When You Have a Visually 
V^andicaoped Child in Your aassr oom: Sugges- 
tions For Teachers . 1983. (The American Founda- 
tion for the Blind, 15 West 16th Street, New York, 
N^' 10011) 

Ferrell, Kay A. Parenting Preschoolers: Suggestions 
for Raising Young Blind and Visually Impaired 
Children . 1984. (Ilie American Foundation for 
the Blind, 15 West 16th Street, New York, NY 
10011) 

Kamien, Janet. What If You Couldn't - A Book About 
Special Needs . 1979. Contains classroom unit on 
blindness. (Charles Scribner and Sons, 115 5th 
Ave., New York, NY 10003) 

Kpstein, S., Spaulding, I. & Scarf, B. Raising the Young 
Blind Child. A Guide for Parents and Educators . 
1980. (Human Sciences Press, Inc., 72 Fifth Ave- 
nue, New York, NY 10011) 



Kelley, Jerry. Recreation f ropamming For Visually 
Impaired Children and Youth . 1981. (The Ameri- 
can Foundation for the Blind, 15 West 16th Street, 
New York, NY 10011) 

Krenti, Harold. To Race The Wind. The film, "But- 
terflies Arc Free" is based on this young man's 
account of growing up blind. 1974. (G.P.Putnam 
and Sons, 200 Madison Avenue, New York, NY 
10016) 

National Learning Resource Center of Pennsylvania, 
t ^fp i ^g Aids for the Visually Impaired Child . 
1977. (Available from the ERIC Document Re - 
production Service, P.O. Box 190, Arlington, VA 
22210. ED 149503,16 pp.) 

Nelson, Roberta. Creatine Community Acceptance 
for Handicapped People. 1978. (Charles C. Tho- 
mas, Publisher, 2600 South First St., Springfield, 
IL 62717) 

Nousanen, D., & Robinson, L.W. Take Charge! A 
pujde to Resources for Parents of the Visually Im- 
paired. 1980. (The National Association for Par- 
ents of the Visually Impaired, 2011 Hardy Circle, 
AusUn, TX 78575) 

Schuch, J., Get Ready. Get Set. Got A Guide for 
Parents of Visuallv Impaired Chfldrea 1975. (Inter- 
national Institute for Visually Impaired, Rutgers, 
East Unsing. MI 48823) 

Stratton, Josephine. The Blind Child in the Regular 
Kindergarten. 1977. (Charles C Thomas, Pub- 
lisher, 2600 South First St., SpringHeld, IL 62717) 

When You Have a Visuallv Handicapped Child In 
Your Classroom: Suggestions for Teachers by 
Teachers . 1977. (American Foundation for the 
Blind, 15 West 16th Street, New York. NY 10011) 

Willoughby, D.A Resource Guide for Parents and 
Educators of Blind Children . 1979. (National Fed- 
eration of the Blind, 1800 Johnson Street, Balti- 
more. MD 21230) 
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Yeadon, A., & Grayson, D. livint with Impaired 
Vjgi9n: Affi iB^rod^ytlgn- 1979. (The Amerkan 
Foundation for the Blind Inc, IS West 16th Street, 
New York, NY 10011) 

Tannenbaum, Robin. A Different Wavof Seeinif . 1983. 
(The American Foundation of the Blind, Inc, 15 
West 16th Street, New York, NY 1001 1) 



RESOURCES 

American Association of Workers for the Blind 
206 Nonh Washington Street 
Alexandria, VA 22314 

American Council for the Blind 
1211 Conneaicut Avenue, NW 
Washington, DC 20036 

(800) 424-8666 toll free 

(2C2) 833-1251 



American Foundation for the Blind 
15 West 16th Street 
New York, NY 10011 
(212) 620-2000 

American Printing House for the Blind 
1800 Frankfort Avenue 
Louisville, KY 40206 
(502) 895-2405 

Association for Education of the Visually Handi- 
capped, Inc 
206 N. Washington Street 
Alexandria. VA 22314 
(703) 836-6060 

Division for the Visually Handicapped 
c/o The Council for Exceptional Children 
1920 Association Drive 
Resion, VA 22091 
(703) 620-3660 

International Institute lor Visually Impaired 0-7 
Inc 

1975 Rutgers Circle 
East Lansing, MI 48823 
(517) 351-6300 



OR 
14 Gay Street 
NewtonviUe, MA 02160 
(617) 527-0476 

National Association for Parents of the Visually 

Impaired, Inc 
2011 HaiYly Circle 
Austin, TX 78757 

National Association for the Visually Handicapped 
305 East 24th Street, 17-C 
New York, NY 10010 
(212) 889-3141 

National Eye Institute 
National Institutes of Health 
Building 31, Room 6A32 
Bethesda, MD 20205 
(301) 496-5248 

National Federation of the Blind 
1800 Johnson Street 
Baltimore, MD 21230 
(301) 659-9314 

National Library Service 
Division for the Blind & Physically Handicapped 
Library of Congress 
1291 Taylor Sc^eet, NW 
Washington, DC 20542 
(202) 287-5100 

National Retinitis Pigmentosa Foundation 
8331 Mindale Circle 
Baltimore, MD 21207 

(301) 655-1011 

(301) 655-1190 (TTD) 

(SCO) 638-2300 

National Society to Prevent Blindness 
89 Madison Avenue 
New York, NY 10016 
(212) 684-3505 

Recording for the Blind, Inc 
20 Roszel Road 
Princeton, NJ 08540 
(609) 452-0606 
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National Information Center For Children And Youth With Handicaps 

P.O. Box 1492 Washington, D.C. 2001 3 



MENTAL RETARDATION 



Definition 



People with mental retardation are those who 
develop at a below average rate and experience diCB* 
culty in learning and social adjustment The regula- 
tions for Public Law 94-142 (The Education for All 
Handicapped Children Act) provided the following 
technical definition for mental retardation: 

*'MentaUy retarded'' means siffiificantfy subaver- 
age general intellectual functioning existing concurrentfy 
with deficits in adaptive behavior and manifested during 
the developmental period, which adversely affects a child's 
educational peffarmance. '* 

""General intellectual functioning^ refers to a score 
obtained on an intelligence test Persons with mental 
retardation usually score 70or below. Adaptive behav* 
ior refers to a person's adjustment to everyday life. 
Difficulties may occur in learning conmiunication, social, 
academic, vocational, and independent living skills. 

Mental retardation is not a disease, nor should it 
be confused with mental illness. Children with mental 
retardation become adults; they do not remain ""eter- 
nal children." They do learn, but slowly, and with 
difflcuity. 

Incidence 

Some studies suggest that approximately 1% of 
the general population has mental retardation (when 
both intelligence and adaptive t>ehavior measures are 
used). According to data reported to the U.S. Depan- 
ment of Education by the states, in the 1985'«6 school 
year, 686,077 students ages 0-21 were classified as 
having mental retardation ar?d were provided services 



t>y the public schools* This figure represents approxi- 
mately L7% of the total school enrollment tor that 
year. It does not include students reported as having 
multiple handicaps or those in non-categorical special 
education pre*scbool programs who may also hive 
mental retardation. 

Many authorities agree that people with mental 
retardation develop in the same way that people with- 
out retardation, but at a slower rate. Others suggest 
that persons with retardation have difficulties in par- 
ticular areas ofbasic thinking and learning (cognition), 
such as attention, perception, or memoiy. Depending 
on the extent of the retardation - mild, moderate, 
severe, or profound - individuals will develop differ- 
ently in academic, social, and vocational skills. 

Appropriate educational opportunities that t>egin 
in infoncy and continue throughout the developmental 
period and beyond will enable children with mental 
retardation to develop to their fullest potential Most 
can enter the competitive labor market and the nr.ain- 
stream of daily life. With appropriate support, others 
can live productive and independent lives. 

Educational Implications 

Persons with mental retardation have the capacity 
to learn, to develop, and to grow. The great majority of 
these citizens can l)ecome produaive and full partici- 
pants in society. As with all education, modifying 
instruction to meet individual needs is the starting 
point for successful learning. Throughout their child's 
education, parents should be an integral part of the 
planning and teaching team. 
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Inteachingpersonswithreurdatioii,itisunponantto: Reseafch Findinos 



•Use ocncrete materials that are interesting, age- 
appropriate and relevant to the students; 

-Present information and instniaions in small, 
sequential steps and review each step fre- 
quently, 

-Provide prompt and consistent feedback; 

-Teach these children, whenever possible, in the 
same school they would attend if they were not 
mentally reurded; 

-Stress success; 

-Teach tasks or skilb that students will use fre- 
quently in such a way that students can apply 
the tasks or skills in settings outside school; 
and 

-Remember that tasks that many people learn 
without instruaion may need to be struc- 
tured, or broken down into small steps or 
segments, with each step being carefully taugLL 

Children and adults with retardation need the 
same basic services that all people need for normal 
development These include education, vocational 
preparation, health services, recreational opportuni- 
ties, and many more. In addition, many pei^ons with 
retardation need specialized services to meet special 
needs. Such services include diagnostic and evaluation 
centers; special early education opportunities, begin- 
ning with infant stimulation programs and continuing 
through preschool; and educational programs that 
include age-appropriate activities, functional academ- 
ics, transition training, and opportunities for inde- 
pendent living and competitive employment to the 
maximum extent possible. As citizens with mental 
retardation gain greater access to integrated educa- 
tional and community living opponunities, they are 
demoiristrating greater abilities to learn, work, and live 
independently. 



Recent scientific and medical research shows that 
mental retardation can be caused by different biologi- 
cal ibctOk.^ occurring before, during, or after birth. 
Probably the greatest number of children with menul 
retardation have chromosome abnormalities. Other 
biological factors indode (but are not limited to): 
asphyxia (lack of ootygen); blood incompatibilities 
between mother and fetus; and matemal infections, 
such as rubella or herpes. Certain drugs have been 
linked to problems in fietal development During the 
198(rs, medkal research has focused on the harmful 
effects of heavy alcohol, tobacco, and illegal drug use, 
as well as drugs and medications used during preg- 
nancy. 

In addition, there are some biological factors that 
occur after birth that may lead to mental retardation. 
These include: brain tumors and infections, head inju- 
ries, severe malnutrition, and accidental poisoning 
from environmental toxins (such as lead or mercury). 
Modem medical technology has made advances in pre- 
vention and early treatment for infnnts at risk for 
mental retardation. 

Medical science continues to investigate causes 
and possible treatment for a wide variety of conditions 
associated with mental retardation. Educational re- 
search is involved in developing and implementing 
model programs for nontraditional learners that will 
gh« them greater skills in educational and community 
settings. Social scientists continue their work to inte- 
grate people with menul reurdation into the commu- 
nity. Through the application of the current develop- 
ment of new knowledge, researchers continue to seek 
the causes and prevention of disorders and conditions 
that can lead to mental retardation. 

RESOURCES 

Books, Articles and Other Publications 

He!D for Families 

Cougan, T., & Isbcll, L. We Have Been There: Families 
Share the Jovs and Struggles of Living with Mental 
Retardation . 1983. (Abdingdon Press, 201 8th 
Avenues., Nashville, TN 37202) 
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Cunningham, C, A Sloper, p. Helping Your Excep- 
tional Babv: APractical and Honest Approach to 
Raising a Mentellv Handicapped Child. 1980. 
(Pantheon Books, 2201 East 50th Street, New 
York, NY 10022) 

Cutler, Barbara C Unraveling the Special Education 
Maze: An Action Guide for Parents. 1981. (Re- 
search Press, Box 3177, Dept D., Champaign, IL 
61821) 

Mather, J. Make the Most of Your Bahv . 1981. (Asso- 
ciation for Retarded Citizens of the United States, 
2501 Avenue J, Arlington, TX 76006) 

Perske, R. Hope For the Families: New Directions 
For Parents of Persons with Retardation and Other 
DisabiUt ies. 1981. (Abingdon Press. 201 8th 
Avenues., Nashville, TN 37202) 

TumbuU, H.R., & TurbuU, AP. Parents Speak Out: 
Then and Now . (2nd edition). 1985. (Charles E 
Merrill Publishing Company, Columbus, OH 43216) 

Zukeman, L. & Ynia, M.T. Raising the Exceptional 
Child: Meeting the Evctvdav Challenge of the 
Handicapoedor Retarded Child. 1979. (Hawthorn 
Books, 2 Park Avenue, New York, NY 10016) 



Education 

Macnillan, D.L Mental Retardation in School and 
Society . (Litt!e,Brown & Company, 34 Beacon 
Street, Boston, MA 02106) 

Mulick, J.A & Pueschel, S. Parent-Professional Par- 
ticipation in Developmental Disability Services: 
Foundations and Prospects. 1983. (The Ware 
Press, Cambridge, MA) 

Reynolds, M.C & Birch, J.W. Teaching Exceptionai 
Children in All Amttrica's Schools . 1982. (The 
Council for Exceptional Children, 1920 Associa- 
tion Drive, Reston, VA 22091) 



ERIC 



F Resources for Rural School Occupational Therapists 

1 ~ 



Occupational Tlicrapy }:Jvuati'.?:; 

Thu I'niVLTsitv t>t Kansas MlaIivm! C Dtf 

Kansas Citv, Kansas l^^'^O 



Managing Occupational therapy in Rural Education 





national Information Center For ChOdren And Youtii With Handicaps 

P.O. Box 14S2 Washington. D.C. 2001 3 



E ?T|ONAL DISTURBANCE 



Definition 



Many items are used to denote severe behavior 
problems (emotional handicaps or disturbances, be- 
havior disorders, physiological disorder, social malad- 
justment, delinquency, schizophrenia, mental illness, 
and psychosis). However, most people would agree 
that each of these terms indicate behavior that is sig- 
nificantly different from what is expected of someone 
at a particular age. 

Public Law 94-142, The Education for All Handi- 
capped Children Act, defines serious emotional distur- 
bances as "a condition exhibiting one or more of the 
following characteristics over a long period of time and 
to a marked degree, which adversely affects educa- 
tional performance. 

- An inability to learn which cannot be explained 

by intellectual, sensory, or health faaors; 

- An inability to build or maintain satisfactory in- 

terpersonal relationships with peeis and teach- 
ers; 

- A general pervasive mood of unhappiness or 

depression; or 

- A tendency to develop physical symptoms or 

fears associated with personal or school prob- 
lems" (U.S. Federal Register 42, August 23, 
1977, pp. 42478-42479). 

The Federal Register d efinition includes children 
who arc schizophrenic The law excludes socially 
maladjusted children (except those determined to be 
seriously emotionally disturbed) and autistic children 
(who arc included in the "other health impaired" 
category). 



Incidence 

For the school year of 1983-84, 362,073 children 
and youth with emotional disturbances were provided 
services in the public schools (Seventh Annual Report 
to Congress, U.S. Department of Education, 1985). 

Characteristics 

The causes of emotional disturbance have not 
been adequately determined. Although various fac- 
tors such as heredity, brain disorder, diet, stress, and 
family functioning have been suggested as possible 
causes, research has not shown any of these factors to 
be the direa cause of behavior problems. Some of the 
characteristics and behaviors seen in disturbed chil- 
dren include: 

- Hyperartiviiy (short attention span, impulsiv- 

ity); 

- Aggression/self-injurious behavior (acting out 

fighting); 

- Withdrawal (failure to initiate interaction with 

others, retreat from exchanges of social inter- 
aaion, excessive fear or anxiety); 

- Immaturity (inappropriate crying, temper tan- 

trums, poor coping skills); 

- Social maladjustment (truancy, delinquency); 

and 

-Learning problems (deficits in academic achieve- 
ment). 
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The profoundly disturbed child is typically identi- 
fied as psychotic or schizophrenic His or her behavior 
tends to show distorted thinking, excessive anxiety, 
bizarre motor acts, and frequent mood changes* 

Nfany children who art not emotionally disturbed 
may display these same behaviors at various times 
during their development However, when a child is 
emotionally disturtscd, these behaviors continue over 
long periods of time* The child*s behavior tnus signals 
that the child is not coping with the environment or 
peers and, in fact, may be bringing harm to himself or 
herself, and/or others* 

Education 

Educational instniction for children with emo- 
tional disturbances may besimilar to the programming 
provided to other handicapped children. Major objec- 
tives include developing social skills and increasing 
self-control Other goals in addition to teaching basic 
self-care may include teaching basic self*care skills* 
Career education (vocational programs) is rapidly 
becoming a major part of secondary education for 
those children, and is recommended as part of every 
adolescent's individualized education program (lEP). 

Behavior modification is one of the most widely 
used approaches to teaching children with emotional 
behavior disorders. This approach increases appropri- 
ate behaviors and decreases inappropriate behaviors 
by using the principles of reinforcement and shaping. 
Art, music, play and drama therapies have been helpful 
to some children* Most professionals consider a well 
structured program to be vitally important when work- 
ing with disturbed children, regardless of the panicular 
approach chosen. It is important that teachers and 
parents react as consistently as possible. 

The approaches described above, together with 
extra support for teachers, have allowed more children 
with emotional disturbances to t>e educated in the 
public schools in the past Programs are moving to- 
wards intensive, short term intervention rather than 
specialized placements* The focus of intervention is 
early detection and prevention* 



Other Considerations 

Families of children with emotional disturbance 
may need help in understanding their child's condition 
and in learning how to work effectively with him or her. 
Help is available from psychiatrists or psychologists in 
public or private mental health setting! Sometimes it 
is necessary to remove the child from the home and to 
obuin residential care. Each child should be provided 
services based on his or her individual needs and all 
persons who are involved with the child should be 
aware of the care he or she is receiving, that is, it is 
important to coordinate all services with conununica- 
tion between home, school, and the therapeutic com- 
munity. 



REFERENCES 

Help for Families. 

Bemheim, IC. Lcwine, R, & Beale, C (1982)- Ihe 
Caring Familv. (Random House, Inc., 400 Hahn 
Rd,, Westminister, MD 21157) 

Brehm, S. (1978). Help for Your Child: A Parentis 
Guide to Mental Health Services . (Prentice-Hall 
International, Inc, 301 Sylvan Avenue, Engle- 
woodaiffe,NJ 07632) 

Oliver, B. 0^76). The ABCs of Hanging On While 
Raisinga Familv witha Disturbed Child . (Flo-Bet 
Press, P.O. Box 511, Westwego, LA 70094) 

Park, CC & Sahpiro, L, (1979). Yo u are Not Alone: 
Understanding and Dealing with Mental I llness. 
(Little, Brown and Company, 34 Beacon Street, 
Boston, MA 02106) 

Education 

Algozzine, R., Schmid, R., & Mercer, CD. (1981). 
Childhood Behavior Disorders. Applied Research 
and Educational Practice . (Aspen Systems Corpo- 
ration, 1600 Boulevard, Rockville, MD 20850) 

Blankenship^C,&Lilly,S.A- (1981). Mainstreaming 
Students with Learning Behavior Problems . (Hoit, 
Rinehart and Winston, 383 Madison Avenue, 
New York, NY 10017) 
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Morse, W.C, Ardizzon, J., MacDonald, C, & Pasick, P. 
(IS30). Affective Educatton for Soedal Children 
and Youth. (Council for Exceptional Children, 
1920 Association Drive, Reston, VA 22091) 

Stainback. S. A Suinback, W. 0980). Educating ChU- 
^lynW^thWreMahidaptive Behaviors. (Grunc 
and Stratton, 111 Fifth Avenue, New York, NY 
10003) 



Other 

Fagan, S.A., Long, N J., & Stevens, D J. (1975). Xssb: 
ingChildren Self Control (Charles EMerriU Co.. 
1300 Alum Creek Drive, Columbus, OH 43216) 

Kaufman, J.M. (\9&1). Characteristica of Children's 
Behavior Disorders . (Charles E. MerrUl Co., 1300 
Alum Creek Drive, Columbus, OH 43216) 

Reinert, H.C (1980). Children in Conflict (CV. 
Mosby Co., 11830 Westline Industrial Drive, St 
Louis. MO 63141) 

T«alford,R. (1979). A Child with a P roblem: A Guide 
to Psychological Disofden of Children. (Prentice- 
Hall Inteniatx>nal, Inc, 301 SyNan Avenue, Engle- 
wood aifb, NJ 07632) 



RESOURCES 

American Association of Psychiatric Services for 
Children 

1133 Fifteenth Street, NW, Suite 1000 
Washington, DC 20005 

(Provides information on meetings and profes- 
sional journals) 

Council for Children with Behavioral Disorders 
c/o Council for Exceptional Children 
1920 Association Drive 
Reston, VA 22091 

(Distributes fact sheet on emotional disturbance) 



Families as Allies Project 

Research A Training Center to Improve Services 

to Emotionally Handicapped Children and 

Their Families 
Portland State University 
P.O.BaK751 
Portland, OR 97207 

(Designed to ''promote collaboration between 
fiamilies of children with emotional handicaps 
and the professionals who serve them". Pub- 
lishes *?*ational Directory of Organizations 
Serving Parents of Seriously Emotionally 
Handicapped Children and Youth**.) 

National Alliance for the Mentally 111 
1901 N. Fort Myer Drive #500 
Arlington, VA 22209 

(Distributes literature on emotional and behav- 
ioral problems. State affiliates provide sup- 
port services). 

* ational Mental Health Association 
1021 Prince Street 
Alexander. VA 22314-2971 
(OfiTers referral services to parents. Some affili- 
ates provide parent support services). 
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P.O. Box 1492 Washington. D*C. 2001 3 



SEVERE AND/OR MULTIPLE HANDICAPS 



Definition 

The tern^ severe handicap indicates an intense 
degree of a condition such as mental retardation, deaf- 
ness, blindness, physical disability or emotional distur* 
bance. It may also refer to more than one, or a "mul- 
tiple" handicap, such as menul retardation and cere- 
bral palsy or blindness and physical disability. 

An individual with severe handicaps need not be 
multihandicapped. Severity describes the degree of 
involvement in a specific disability. 

Incidence 

In the 1985-«6 school year, the states reported to 
the U.S. E>epartment of Education l*iat they were 
providing services to 89,231 children with multiple 
handicaps. This numt>er represents .22% of the school 
enrollment Severe handicaps are not one of the cate- 
gories reported. 

Characteristics 

Children and you th with severe or multiple liandi- 
caps may exhibit a wide range of characteristics, de- 
pending upon the combination of handicaps, the child's 
age, and the severity of the disabilities. There are, 
however, some traits that these children may share, 
including: 

- Limited speech or communication; 

- Difficulty in basic physical mobility; 
' Inability to care for themselves; 



- Failure to relate to or attend to others: and 

- Tendency toward self-injury or abuse. 

Medical Implications 

Nfany different medical problems may accompany 
severe handicaps. A few examples mclude seizures, 
hydrocephalus, and scoliosis. These conditions should 
be taken into consideration when establishing services 
for the child. A multidisciplinary teair consisting of 
the child's parents, educational specialists and medical 
specialists in the areas in which the child demonstrates 
problem^ should work together to plan and coordinate 
the child's ^.rvices. 

Educational Imollcations 

In the past, children with severe and/or multiple 
handicaps were regularly excluded irom the public 
schools. Since the implementation of Public Law 94- 
142, the Education for All Handicapped Children Act, 
public schools are now serving large numbers of se- 
verely and/or multiply handicapped students. Some of 
these children and youth have returned from institu- 
tions, others may l>e entering structured programs for 
the first time, and still others are graduates of high 
quality intervention programs. 

Educational programs for children with severe 
and/or multiple handicaps need to incorporate a vari- 
ety of compc . '^ts ?o meet fhe ?T.end"iis L-'is of 
these children. Thus, instruction should cover the 
following areas: 
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• Academics; 

- Communication; 

• Sensoiy stimulation; and 

- Self-sufficiency. 

Related services are of great importance, and the 
multidiscipU:iaiy approach is critical Appropriate 
persons such as speech and language therapists, physi- 
cal and occupational tberapisis, and medical 5pedal- 
ists need to work closely with the classroom teacher 
and parents. 

Frequently, classroom arrangements must take 
into consUeration students' needs fbr medicatiOQ, special 
diet, or special equipment Special aids and adaptive 
equipment enable these chiklren to increase their range 
of functioning. In recent years, for example, computers 
have become effective communication devices. Other 
aids which may be seen in classrooms include: wheel- 
chairs, typewritets, headsticks (headgear), clamps, 
modified handles on cups and silverware, and commu- 
nication boards. 

Integrated with nonhandicapped students is an- 
other concern. For many of these students, placement 
in a special class of a local school allows for interaction 
during the nomul school day. 

Vocational and leisure skills are a critical consid- 
eration for children and youth with severe handicaps. 
Programming for maximum independence shoukl b^ 
a5 early as elementary school In order to prepare the 
student for post-school adjustment and the greatest 
degree of independence and self-sufficiency, the pro- 
gram should draw on community services including 
group homes, vocational programs, and recreational 
programs. 



RESOURCES 

BUcher, J. Severehr Hand icapped Young Children 
yjy^ -pirfr Families: Research in Review. 1984. 
(Academic Press, Inc, Orlando, PL 32887) 

Orelove, F. A Sobsey,. D. Educating Children with 
Multiple Disabilities: A Tranadisdolinarv Ap- 
proach. 1967. (PaulRBrookesPub.Co.,P.O. Box 
10624, Baltimore, NfD 21285-0624) 



VaUe^4tti, F. T. A Sinunft-Tucker, B.M. (Eds.) Severely 
anJ ProfoundW Handicapped Students: Their 
Nature and Nteda. 1984. (Paul H. Brookes Pub. 
Co., (see above). 

ORQANIZATIONS 

The Association for Persons with Severe Handi- 
caps (TASH) 
7010 Roosevelt Way, N.E, 
Seattle, WA 98115 
206-523-8446 

Council for Exceptional Children (CEC) 
1920 Association Drive 
Reston. VA 22091 
703-620 3660 

March of Dimes Birth Defects Foundation 
1275 Mamaroneck Ave. 
White Plains, NY 10605 
914-428-7100 

National Easter Seal Society 
2023 West Ogden Ave. 
Chicago, IL 60612 
800-211-6827 (Toll Free) 

National Industries for the Severely Handicapped 

(NISH) 
2Z35 Cedar Lane 
Vienna, VA 22180 
703-560-6800 
703-560-6512 (TDD) 
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National Rehabilitation Information Center 

(NARiq 
84SS ColesviUe Rd. Suite 935 
Silver Spring, MD 20910-3319 
800-588-9284 (ToU Free) 
800-346-2742 (Voice/TDD) (ToU Free) 

SKIP - Sick Kids (Need) Involved People 

cA> SKIP of New York 

500 E 83rd Street, Suite IB 

New York. NY 10028 

212-628-5994 

Trace Research & Development Center on Com- 
munication, Control and Computer Access 
for Handicapped Individuals 

1500 Highland Ave., S-151 Center 

University of Wisconsin-Madison 

Madison, WI 53705 

608-262-6966 
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Ptatiooal Information Center for ChOdren And Youth With Handicaps 

P.O* Box 1492 Washington. aC. 20013 



GENERAL INFORMATION ABOUT LEARNING DISABIUTIES 



Definitton 



The regulations for Public Law 94-142 (The Edu* 
cation of the Handicapped Aa) define a learning dis* 
ability as a ''disorder in one or more of Lie basic 
psychological processes involved in understanding or 
in using spoken or written language^ which may mani- 
fest itself in an imperfect ability to listen^ think, speak, 
read, write, spell or do mathematical calculation.** 

The Federal definition farther states that learning 
disabilities include ''such conditions as perceptual 
handicaps, brain injury, minimal brain dysfunction, 
dyslexia, and developmental aphasia.*" According to 
the law, learning disabilities do not include learning 
problems that are primarily the result of visual, hear- 
ing, or motor handicaps; mental retardation; or envi- 
ronmental, cultural, or economic disadvantage. Defi- 
nitions of learning disabilities also vary among sutes. 

Having a single term to describe this category of 
children with handicaps reduces some of the conf 
sion, but there are many confliaing theories about 
what causes learning durabilities and bow many there 
are* The label "learning disabilities'* is all-embracing; 
it describes a syndrome, not a specific child with spe- 
cific problem. The definition assists in classifying chil- 
dren, not teaching thent Parents and teachers need to 
concentrate on the individual child They need to 
observe both how and how well the child performs, to 
assess strengths and weaknesses, and invent «vays to 
help each child learn. It is important to remember that 
there is a high degree of interrelationship and overlap- 
ping among the areas of learning. Hierefore, children 
with learning disabilities may exhibit a combination of 
characteristics* These problems may mildly, moder- 
ately, or severely impair the lemming process* 



incidence 

Many different estimates of the number of chil- 
dren with learning disabilities have appeared in the 
literature (ranging ftom 1% to 30% of the general 
population)* In 1967, the Interagency Committee on 
Learning CHsabilities concluded that 5% to 10% is a 
reasonable estimate of the percentage of persons af- 
fectedbyleamingdisabilities* The U.S. Department of 
Education (1987) reported that 4.73% of all school 
aged children received special education services for 
learning disabilities and that in the 1986-87 school year 
over 1.9 million children with leamins disabilities were 
served under Public Law 94-142. Differences in esti- 
mates perhaps reflea variations in the definition. 

Characteristics 

Students who have learning disabilities may ex- 
hibit a wide range of traits, including problems with 
reading comprehension, spoken language, writing, or 
reasoning ability. Hyperactivity, in-attention, and 
perceptual coordination problem may also be associ- 
ated with learning disabilities. Other traits that may be 
present includes variety of symptoms of brain dysfunc- 
tion, such as an uneven and unpredictable test per- 
formance, perceptual impairments, motor disorders, 
and such emotional characteristics as impulsiveness, 
low tolerance to frustration and problems in handling 
day-to-day social interactions and situations. 

One of the most apparent characteristics of learn- 
ing disabilities is a significant difference in the child's 
achievement in some areas, as compared to his or her 
overall intelligence* 
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Learning disabilities may occur in the following 
academic areas: 

• Spoken language: Delays, disorders, or disCTep- 
ancies in listening and speaking; 

- Written language: Difficulties with reading, 

writing, and si>elling; 

- Arithmetic Difficulty in performing arithmetic 

functions or in comprehending basic oonc^ts; 
and 

- Reasoning: Difficulty in organizing and integiat- 

ing thoughts. 

Education Imolteations 

Because learning disabilities are manifested in a 
variety of behavior patterns, the Individual Education 
Program (lEP) must be designed carefully. A team 
approach is important for educating the child with a 
learning disabili^, beginning with the assessment process 
and continuing through the development of the lEP. 
Qose collaboration among special dass teachers, par- 
ents, resource room teachers, regular class teachers, 
and others, will facilitate the overall development of a 
child with learning disabilities. 

Some teachers report that the following strategies 
have been effertive with some students who have learn- 
ing disabilities: 

- High structure and clear expectations; 

- Using short sentences and simple vocabulary 

- Opportunities for success in a supportive atmos- 

phere; 

- Flexibility in classroom procedures (e.g., allow- 

ing the use of tape recorders for note-taking 
and test taking when students have trouble 
with written language); 

- Self-correcting materials, which provide imme- 

diate feedback without embarrassment; 



Using computers for drill and practice and teach- 
ing work processing; and 

Positive reinforcement of appropriate social 
skills at school and home. 



RESOURCES 

Interagency Committee on Learning Disabilities. 
Learning-Disabilities: A Report to Congress. 1987. 
(National Institute of Child Health and Human 
Devetopment, 9000 RockviUe Pike, Bethesda, MD 
20892) 

Journal of Learning Disabilities." (PRO-ED, Austin, 
TX) 

Lemer, J. Learning Disabilities: Theories. Diagnosis. 
and Teaching Strategies. 1985. (Houghton, Mif- 
flin Co., Boston, MA) 

Smith, S. No Easy Answers - Learning Disabled Child . 
1981. (Bantam Books, New York, NY) 



ORGANIZA.TIONS 

Association for Children and Adults with Learn- 
ing Disabilities (ACLD) 
4156 Ubrary Road 
Pittsburgh, PA 15234 
412-341-1515 
or 

412-341-8077 

Co-ADD (Coalition for the Education and Sup- 
port of Attention Defiat Disorder) 
P.O. Box 242 
Osseo, MI 55369 
612-425-0423 

Division of Learning Disabilities 
Council for Exceptional Children 
1920 Association Drive 
Reston, VA 22091 
703-620-3660 
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Foundation for Children with Learning Disabili- 
ties (FCLD) 
99 Park Avenue 
New York, NY 10016 
212^-7211 

National Network of Learning Disabled Adults 

(NNLDA) 
SOS North 82nd Street^ #F2 
Scottsdale. AZ 85257 
602-941-5112 

Orton Dyslexia Society 
724 York Road 
Baltimore. MD 21204 
301-296-0232 
800-222-3123 (Toll Free) 
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Annotated Bibliography 



There are many excellent resources available in the marketplace, but it is sometimes 
difficult for the rural school-based occupational therapist to locate these resources. We hope 
you find them useful. The annotated bibliography includes sources we have found useful and 
recommend to practicing occupational therapists. 



Bissell, J., Fisher, J., Owens, C, & Polcyn, P. (1988). Sensory motor handbook: A guide for 
implementing and modifying activities in the classroom . Torrance, CA: Sensory Integration 
International. 178 pages. 

This guide provides occupational therapists with a resource to assist classroom teachers in 
analyzing activities. Based on neurological principles underlying learning, the handbook 
presents information in lay terminology regarding sensory processes and motor components 
that promote classroom success or may cause problems. The authors use a problem-oriented 
approach to analyze possible classroom d'*ficulties, looking at the difficulties in terms of which 
possible sensory and/or motor components may be affecting performance. Suggested activities 
are given to remediate and/or compensate for these components. A large section of the text 
provides activities and games that can be used by the teacher to assist in facilitating sensory 
motor development. Instructions for some materials are included. The bibliography lists 
references for both theoretical and practical information. 



Cicirello, N., Hall, S., Hylton, J., & Reed, P. (1988). Teaching nontherapists to do positioning 
and handling in educational settings . Portland, OR: Oregon Health Sciences University. 80 
pages. Project Ties. 

Developed to help physical and occupational therapists teach non- therapists to carry out 
recommendations for positioning and handling, this manual discusses movement and motor 
impairment, handhng body mechanics, and positioning. Portions of the manual can be 
photocopied and given to nontherapists to reinforce the therapist's instructions and 
demonstrations. The manual contains illustrated positions and information about their 
advantages, disadvantages, tips for their use, and space for therapist-generated, student- 
specific information; as well as sti ategies for teaching about muscle tone, the use of proper body 
mechanics and the application of the pri^iciples of positioning and handling. The manual is 
designed to be used in conjunction with the videotape. Teaching Nontherapists to Protect Their 
Backs When Moving Students Who Have Physical Disabilities. 
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Cicirello, N., Hall, S., Reed, P., & Hylton, J. (1989). The therapists role in adapted physical 
education . Portland, OR: Oregon Health Sciences University. 36 pages. Project Ties. 

lliis manual on adapted physical education, its goals and its practices, offers information that 
will enable therapists to consult knowledgeably with the teachers who conduct adapted PE 
programs. Stating clearly that "physical therapy is not physical education'*, the manual 
delineates the essential difference between the two in terms of their differing gcals for students, 
and separate training and certification of practitioners. The manual offers a variety of 
suggestions for working with teachers to alter equipment, rules, time limits, positions, size of 
teams and playing areas so students with disabilities will have FE experiences that are 
meaningful and beneficial. 



Dunn, W., Campbell, P.H., Oetter, P.L., Hall, S., Bcrger, E., & Strickland, L.R. (1989). 
Guidelines for occupational therapy services in early intervention and p reschool services . 
Rockville, MD: The American Occupational Therapy Association, Inc. 

The purpose of these guidelines is to provide philosophies and procedures for the provision of 
occupational therapy services to infants, toddlers, and preschool children as mandated by the 
passage of P.L. 99*457. The amendments to the Education of the Handicapped Act of 1986 
outlining service provision to this group of children are provided for the reader. The position 
paper established by the American Occupational Therapy Association is included. Public 
policy and occupational therapy's role in the development of that policy is discussed. The book 
provides discussions of "best practice'* versus standard practice, the role of valu* - each 
team member in decision making, refeiral and discharge planning, communicativ,: , service 
provision, and team models. Because services for the infant/toddler group are provided as a 
family service, information is given for the occupational therapist's role in working with families 
and providing services using interagency collaboration. Best practice is discussed in terms of 
both the infant/toddler population and preschool population. Discussion of transitions from the 
I early intervention programs to preschool programs arc provided. An extensive bibliography is 
provided for the readci. The appendixes include: evaluation performance components, 
monitoring parameters, determination of caseload, AOTA publications, and a guide to classifying 
occupational therapy personnel. The process and format for developing Individualized Family 
Sei-vice Plans concludes the guidelines. 



Hall, S., Cicirello, Keed, P., & Hylton, J. (1988). Considerations for feeding children who have 
a neuromuscular disorder . Portland, OR: Oregon Health Sciences University. 19 pages. 
Project Ties. 

Speech-language pathologists, occupational therapists and physical therapists who have 
responsibility for training others to conduct feeding activities will find this manual a valuable 
addition to their training and demonstrations. Written in nontechnical language, the manual 
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disoisses feeding procedures as they relate to general nutrition, socialization and communication. 
It deals with selecting food textures and consistencies, positioning the child for feeding, selecting 
equipment for feeding, and precautions that must be exercised during feeding. This manual is 
a companion to Selected Articles on Feeding Children who have a Nearomuscular Disorder. 



Hall, S., Meek, M., CicireUo, N., Reed, P., & Hylton, J. (Eds.). (1988). Selected articles on 
feeding children who have a neuromuscular disorder . Portland, OR: Oregon Health Sciences 
University. 43 pages. Project Ties. 

Intended for speech-language pathologists, physical therapists, and occupational therapists 
who assess and treat feeding disorders, this selection of technical articles covers normal and 
abnormal oral-motor development, anatomy and physiology of the oral-phaiyngeal mechanism, 
normal feeding patterns, the influence of cerebral palsy on oral-motor functioning, procedures 
for promoting jaw control, and guidelines for feecHng children who have an oral-motor 
dysfunction. Together, the articles present the background needed for a sophisticated and 
practical approach to diagnosing and managing abnormal feeding patterns. This manual is a 
companion to the one entitled Considerations for Feeding Children Who Have a Neuromuscular 
Disorder. 



Hanft, B.E. (Ed.). (1989). Family-centered care: An early intervention resource manual. 
Rockville, MD: The American Occupational Therapy Association, Inc. 

This manual is written in response to the passage of Public Law 99-457, establishing federal and 
state programs of early intervention services for infants and toddlers. The American Occupational 
Therapy Association developed workshops focusing on family-centered care and provided this 
manual for use by those involved in the early intervention process. The text is divided into five 
units, with articles written by occupational therapists, educators, parents, and other health care 
professionals who have been involved in early intervention programs. Unit I: Family Systems 
discusses the family of today and examines culture, values, and resources and the role these 
factors play in the function of any family. Unit II: Parent/Professional Partnerships focuses on 
the relationships parents and professionals may be sharing during the provision of early 
intervention services and importance of empowering parents with the skills that will facilitats 
both the parents skills as their children's advocates and the skills of the children with handicaps 
or at-risk conditions. Unit III: Family-Centered Services discusses the shift from child-centered 
care to that of family-centered care. Included is information regarding the Individualized 
Family Service Plan and a review of selected family needs and resources assessment tools. Unit 
IV: Family-centered Teams focuses on the relationships parents and professionals have had as 
team members and suggests approaches which may enhance the productivity of such teams. 
Issues in consultation and specialization for occupational therapists are addressed in this unit. 
Unit V: Interagency Collaboration discusses issues in the law providing for the coordination of 
services between the various state agencies. Funding, program evaluation, and the actual law 
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are included. A list of state agencies and committee chairpersons, parent advocacy groups, and 
national organizations is provided. Eiich unit also includes an annotated bibliography on the 
various topics. 



Hylton, J., Reed, P., Hall, S., & CicireUo, N. (1989). The roles of p hvsical and occupational i 
therapists in the school setting . Portland, OR: Oregon Health Sciences Univeristy. 69 pages. 
Project Ties. 

This manual was prepared particularly for therapists who are new to the school setting but it will ; 
be useful to anyone interested in the quality of therapy services offered in school programs. 
Therapists, as well as therapy assistants, teachers, administrators, and parents can gain a better 
understanding of the mission of therapy in the schools and the laws, policies and principles that 
guide the execution of that mission. The manual discusses therapy's primary role of providing 
services provided by therapists in schools, guidelines for matching services with student needs, 
an overview of a functional approach to intervention, and a formula for determing the size of 
caseloads. 



Klein, M.D. (19S3\ Pre-dressing skills . Tucson. AZ: Communication Skill Builders. 152 pages. 

This guide provides occupational therapists, as well as teachers and parents, with a resource for 
both dressing and undressing skills. Dressing is discussed in relation to general principles of 
growth and developmental maturation (cephlo-caudal, proximal^distal, medial-lateral, and 
general-specific), llie skills are then discussed as they relate to specific infant to sbc-year-old 
development A developmental checklist of pre-dressing skills is provided. Prerequisite motor 
and sensoiy skills for dressing aic addressed. Intervention strategies are discussed in terms of 
using standard, adaptive, and assistive techniques and devices. Each type of clothing and 
fastener that is typically worn is addressed, providing a checklist, standard and adaptive 
techniques, and modifications that may be necessary. The author discusses teaching dressing 
skills to children with physical handicaps and provides resources for obtaining adapted clothing. 
Qassroom activities for pre-dressing skills, including games, are provided. Sample formats of 
weekly activity plans and preparation for individual pre-dressing programs are given. 



Klein, M.D. (1987). Pre-scissor skills ( rev. edX Tucson, AZ: Therapy Skill Builders. 67 pages. 

This book provides occupational therapists, as well as teachers and parents, with a concise guide 
to the development of pre-scissor skills. First, prerequisite skills for scissor usage are discussed. 
A sequence for scissor usage is given as well as a checklist for skill development. The author 
provides the reader with a graded list of eight cutting materials. Types of scissors commercially 
available are described along with suggested appropriate usage. Material and method adaptations 
are suggested for clients with a variety of needs. Activities are provided for developing pre- 
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scissor skills. Adaptations to classroom activities provide the reader with a variety of suggestions. 
The final section is devoted to the preparation of individual education plans for scissor usage. 

Klein, M.D. (1988). Pre-siyn language motor skills. Tucson, AZ: Communication Skill 
Builders. 103 pages. 

This guide provides occupational therapists, teachers, parents, and other service providers with 
a resource for understanding the motor components necessary in teaching sign language. The 
motor requirements used in sign language are discussed in relation to the principles of normal 
growth and development (cepho-caudal, proximal-distal, and general-specific). The use of sign 
language is discussed in terms of sign relationship to the body, hand usage patterns, and hand 
shapes giving a developmental progression in each area. The author stresses the importance 
of sign analysis when beginning or progressing with sign language instruction and provides an 
outline for such analysis. A pre-sign assessment is detailed for both informal and formal 
evaluation. Teaching techniques are suggested along with trainer rules and some adaptations 
that might be effective. Several pre-sign activities are provided. A forr'it for an individualized 
sign language program is provided. 

Morris, S.E.,«S: Klein, M.D. (1987). Pre-feeding skills: A comp rehensive resource for feeding 
development . Tucson, AZ: Therapy Skill Builders. 399 pages. 

This book provides theoretical, factual, and practical information about feeding. The reader is 
introduced to the topi^ through discussions of anatomical structures and physiological processes 
that occur within the oral-pharyngeal structures. As a basis for treatment of problems, a lengthy 
discussion is provided detailing normal development of pre-feeding skills. Nonnal developmental 
issues of movement and sensation are presented. Feeding skills are analyzed from both 
sequential (processes within feeding) and global (developmental stages) references. Feeding 
problems which can occur within the oral structures, the sensory process, or the feeding process 
are explored. Feeding assessment is presented as an ongoing process, with steps for this process 
described and rationale for each step is given. Guidelines for establishing a treatment program, 
including roles for each member, are given. Options for communication and learning for the 
child, feeder, and therapist are related. Environmental, positioning and handling vCtors are 
considered with equipment suggestions offered. A discussion of nutrition explores the nonnal 
caloric/fluid needs of infants and young children as well as problems that may occur (such as 
allergies, reactions to medications, etc.). Specific treatment recommendations are discussed in 
terms of problems related to oral structures, sensory processes, and feeding processes. A 
sequence of normal self-feeding is presented with suggested techniques for facilitation of skills 
and recommended equipment. A discussion of the relationship between feeding and speech is 
presented. Pre-feeding issues sp'scifically identified wth children who are premature, tube-fed, 
with cleft palate, who are blind, and with minimal invobement are discussed, with treatment 
suggestions and equipment recommendations. Materials for assessment and treatment are 
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presented along with criteria for use and addresses of distributors and manufacturers. The 
volume provides information using text and illustrations and includes suggested participation 
experiences and probes throughout Forms, which may be reproduced or used as a basis for 
individualized records, are provided for the various stages of the assessment process and in 
developing a pre-feeding plan. 



Play: A skill for life . (1986). Rockville,MD: The American Occupational Therapy Association, 
Inc. 66 pages. 

This monograph is a compilation of five articles related to play of children with handicapping 
conditions and with its use in occupational therapy. The first article discusses the significance 
of play in normal children and suggests rationale and methods for fostering play with children 
who have handicapping conditions. Next, a study evaluating toys and their use with children with 
severe mental handicaps provides the reader with a method of evaluating what materials to use 
and recommendations to facilitate independent and/or functional play. Play and therapy as 
individual activities are discussed in the third article as well as the appropriate use of play 
activities to achieve therapy goals. Use of costumes and dress-up play as a therapeutic aid in 
teaching dressing and undressing skills to children with handicaps is provided in the fourth 
article. The program follows a developmental continuum for achieving these skills and suggests 
additional materials for the program's success. The final ar cle discusses infant play in 
relationship to Piaget's stages of cognitive development and the acquistion of motor skills. 
Knowledge of these stages of development can assist the occupational therapist in planning 
intervention that is relevant to the child with a handicap. 



Reed, P., Hylton, J., Cicirello, N., «fe Hall, S. (1988). A model plan for the supervision and 
evaluation of therapv services in educational settings . Portland, OR: Oregon Health Sciences 
University. 81 pages. Project Ties. 

Supervisiors in schools who have responsibility for evaluationg and supervising the work of 
physical and occupational therapists often find themselves untrained to evaluate the parrts of 
the therapists' jobs that actually encompass therapy. On the other hand, therapists who are 
relatively new to the school setting may need substantive comment on their performance in an 
environment that is entirely different from the one in which they received their training. This 
manual, written to serve as a model for school districts when developing procedures for 
supervising and evaluating therapy services, will be useful to supervisors and therapists alike. 
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Reed, Hyhon, QdreUo, N., &. Hall, S. (1988). Adaptmy equipment, instruction and 
environments in educational settings. Portland. OR: Oregon Health Sciences Universitv. 49 
pages. Project Ties. 

Useful for professionals, parents and paraprofessionals who have responsibility for students 
with pbysic&l disabilities, this ricUy ilhtttiated manual ofifers practical informatian on developing 
adaptations for self-help and independence, mobility, positioning, toys and play, computer 
access, instruction, and architectural access. It discusses, in a well organized approach, the 
principles underlying the selection, fabrication and application of adaptation, and it contains 
sources of equipment and materials. 



Reed, P., Hylton, J., JicireUo, N., & Hall, S. (1988). Consultation and team skiUs for therapists 
in educational settings . Portland, OR: Oregon Health Sciences University. 50 pages. Project 
Ties. 

This manual offers information about the skills that occupational and physical therapists need 
in order to function effectively in school settings as consultants, team members, and participants 
ui various groups. The manual adapts this information particularly for therapists in discussion 
on consultation as a process, collaborative decision malting, tips for making meetings more 
effective, and guidelines for training other adults. 

Young, S.B., & Keplinger, L. (198C). Movement is fun: A preschool movement progra m. 
Torrance, CA: Sensoiy Integration International. 104 pages. 

This book describes a movement program based on general principles of movement education 
and applies the theories uf sensoiy integration development The program was developed to 
be used with preschoolers three to five years old. The authors state three applications for the 
program: early identification of children with possible developmental lags, enhancement of 
normal developmental skills, and development of group activities based on sensory integration 
goals. The activities can be used for therapeutic purposes with groups of children when a 
therapist has identified, through evaluation, specific developmental needs of children. The text 
includes suggestions for space, scheduling, teachers, and equipment needed. Details for group 
management are outlined. Twenty-six lesson plans are provided for the reader. These are 
divided into the following areas: introduction, tactile system, vestibular system, proprioceptive 
system, postural responses, bilaterality, and motor skills. The plans provide a basis for activities 
to be used in hopes that the user of the program will expand the program as he/she becomes 
more familiar with it 
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Additional Resources 



As we compiled informadon for our students, we identified many state and national 
resources which useful information on specific topics. The neict section contains addresses and 
phone numlxrs of a number of national organseations who serve individuab with handicapping 
conditions. A list of health-related toll free phone numbers is inchided. Finally, a list of Kansas 
reources is provided to demonstrate the resources available within a state (resource sheets for 
individual states, are available fr;>m NICHCY upon request). 



The National Information Center for Children and Youth with Handicaps (NICHCY), 
is funded by the United States Department of Education, OfBce of Special Education and 
Rehalnlitative Seivices (OSEKS). NICHCY functions as a national clearinghouse that provides 
information and lefeir&l sources to both parents of children with disabilities and the professionals 
who serve in the disabilities field. 



ALL PUBUCATIONS ARE PROVIDED FREE OF CHARGE. 



For more information and a publications ]ist,write: 




NICHCY 
P.O. BOK 1492 
Washington, D.C 20013 
(703) 522-3332 
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The University of Kansas Medical t, ( i.tcr 

Kansas Citv, Kansas 1990 
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national Informatioii Center for ChOdnsn And Youtli With Handicaps 

P.O. Box 1492 Washington. O.C. 20013 



NATIONAL RESOURCES 



canter tor Sptciai EducatkJn Tiichnology 

Council for ExcapUonat Chiidran (CEC) 

19SiOA880CiattonDrtva 

RastoaVA 22091 -1589 

703-820-3660 

800-345-TECH (Tofl Frea) 

ERIC Claarlnghousa on Handicappad and Gmad 
ChMran 

Cound tor Excaptlonal Chiidran (CEC) 
iSeOAaaociationDrlva 
RaatoaVA 22061 -1589 
703«KK3660 

Highar Educadon and AduH Training tor 

paopia wKh Handicapa (HEATH) 
Ona Oupont Circia, N.W . SuHa 800 
Washington. D.C. 20036-1 193 
202-839-9U20 
800-544-3284 (Voica/TDD) 

National Claartnghousa for Profasaiona 

In Spacial Education 
2021 K Straat, NW.. Suita 315 
Washington. D.C. 20006 
202-296-1600 

National Haalth Intonnation C^er 
P.O. Box 1 133 

Washington, D.C. 20013-1 133 
301-5654167 On IMafyland) 
600-3364797 (Toil Fraa) 

National Intormatlon Center on Dealness (NICD) 

Qaliaudal Univareity 

800 F'lOflda Avanua, N.E. 

Washington, D.C. 20002 

202-651-5051 (Voice) 

202-651-5052 CTDD) 



National Information Cantaf on 



Qtfaudat umvarsity. Coliaga Hafl 217 
600 Ftortda Avanua. N.F. 
WaaMngton, D.C. 20002 
202-6S1-53fl8 

Nationai Rah^)iiitation intonnation 
Canter (NARIp) 

8456 ColeevMe Road, Suite 935 
Siivw Sprlna MD 20910-3319 
301 •566-8284 
800^46^42 (VoiceADD) 



Anwrlcan Council of Rural Special Education (ACRES) 
Waaiiin Waahmgton umvarsity 

BeMrtgham, WA 96225 
206-676-3576 

A -norfran Foundation tor the Blind (AFB) 

15Wasl16lhStr«et 

Naw York, NY 10011 

212-620^000 

800-AFBUND (ToN Fraa) 

American Physicai Tnarapy Association (APTA) 
1111 North Fairfax Straat 
Alexandria. VA 22314 
703-684-2782 

American Occupationai Therapy Association (ACTA) 

P.O. B«c 1725 

1383 Piocanj DrivQ 

R0Ckviiia,MD 20850 

301-948-8626 
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Occupational Therapy Fducatic.n 

Thf Universitv^ of Kansas Medica! C^^ntcr 

Kanr^as City, K Asas 1990 
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Anwrlean SpMcMjvH)uag»44Mring Association 
(ASHA) 

lOaOIRockvlsPiw 
Rocl(vMS.MOa06S2 
aOI-807-9700 yaHotfTDD) 

AssocMion for ths Cm or ChRdrsn's HMith (ACCH) 
3615 Wtaooniin Avs.^ N.W. 
WasNnglon, O.C. 20016 
404^44-1801 

A BS O o ation for ChWdrwi snd Adults 
wRh LMmmg DMbiMtiss (AOD) 
4156 Ubmy Road 
Pittsburgh. PA 19234 
412^1-1515 or 412-341-8077 

AesocMfon for Psrsons witti Scvsrs Hsndicspo (TASH) 

7010RoosMSttW«y.N.E. 

SMflls,WA96115 

206-523-6446 

AssocMHon for Rstarded CIdzsns or 
thsUnlt«fStatss(Ano 
2501 AvsnusJ 
Ailnglon.TX 76006 
61 ''6MKG04 

Autism Sodsly of AiTwricii 
(rormsrly NSAC) 
1234 jgisfcssehuistts Avs., N.W. 
Washingloa D.C. 20005 
202-783-0125 

CouKiii tor Excsptiorwi Childreri (CEC) 
1620 Associaiion Orivs 
RS8!on.VA 22061 

TOS'^zo-aedo 

E p is psy FcundcHon or Amsrica (EFA) 
4352 QafdSTY aiy OrhM. Suka 406 
Larxlovar, (^020785 
301 -490-3700 

HaadStGrt(Projoct^ 

Adritlnistnliori for Chiidraa Vouth and FarniHes 
Ofllots or Human Dflvalopment Sarvicas 
U.S. Dapt of Haatth and Human Sen^icas 
P.O. BoK 1162 
Washington. D C. 20013 
202-755-7710 



Indspsndant iMig RssMfct) Utnzaiion Profoct liLRU) 
Tns insBnas for rwiaowsDon ana naaaarcn 
3400 Blssonnst.SuAs 101 
Houston. TX 77006 
7134864244 

ittareh or Oimaa Bkih Dafacts Foundation 
1279 Mamaronacic Avsnua 
WNMPWns. NY 10606 
914-428-7100 

Muacuiar Dystropny Association (MDA) 

BIOSavanlhAvsnus 

Nsw York. NY 10019 

212-9664606 

Nation^ AManca for tha MantaOy IR 
(NAMO 

1901 N. Foft l ilyar D rtva. #500 
Arlnglon. VA 22209 
703-924-7600 

Nattonai Down Syndroms Congress 
l800i3ampaiarSirsai 
PsrkRidgailL 60066-1 146 

312-823-7990(11 only) 
60&^-NOSC (Ton Frea) 

National Down Syndroms Soc)(?ty 
141 FMhAvanus 
NSW York. NY 10010 
212-460-9330 (NY only) 
800^-4602 (Ton Frsa) 

National Easter SaM Society 
2023 Waat Ogdan Avanua 
ChteagG,IL 60612 
312-2434400 
312-24346e0 CTDC) 
800^4827 (Gate Outside ig 

National Heed Injury Foundation, inc. 
333 Tumplka Road 
Southborough. MA 01772 
617-465-9960 

National Ubr«y Service for the 
Biind & Physicaliy Handicapped 
The Utxary or Corrgrese 
Washington, D.C. 20542 
202-287-5100 
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Occupational Therapy Ldueati;)n 

Tho University of Kansas Vfcdic;]! ( f^ntsT 

Kansas City. Kansas 19% 
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National Spinal Cofd inMy Association 
eoo Wmi Cummmgs Parte, Sun* 2000 
w^)bum,MAOiaoi 

617-83S2722 
800^-9629 



Ofton Oyaiaxia Sodaiy 
724 Yortc Road 
BaMimlWlO 21204 
»1-29»«e32 
800^-3123 aoti Fraa) 



Traca Raaaarch and Oaviiopmart Csntsr on 
Communlcanon, Control, and Computar 
Asoaaa for Handteappad iraflviduais 

S-151 WaiamanCanlar 

1500 Highland Avanua 

Unlvaraty of Wiaoonain-Madtoon 

Madtaon,MS370S 



SKMng ireonnanon rwiwoiK 
UntvataMy AilHaiad Program 
991 iMtrinStiaat.8iiRa3A 
East HartfO(id.CT 06106 
20&^-7050 



Uniad CaraM Palsy AsaodMon, inc. 
66 East 34th Straai 
NawYortc, NY 10016 
212-481 -6300 
80O472.18Z7 (ToB Free) 



Sick Kids (need) invoived People (SKIP} 

c/o SKIP or Navy York 

S00E.83rdSL.SujtalB 

NaiwYoik, NY 10028 

212-626^994 

Spacifii OlympicQ 

13S0 Naw York Avanua, N.W., Suits 500 
WWihingtoa D.C. 2000fr47Q9 
202-628-3630 

Spha BlfMa Asso(datk)n of Amerk» 
1700 rtockvUia Pika. Suite 540 
Rock'^.MD 20852 
301-770*7222 
800-621-3141 (Ton Free) 



This fact sheet was deveiopai by bttmuite Research Associates, Inc. pursuant 7 Cooperative A^^matt 0OOOS7C3O51 
with the office of Special Education Programs oftheU.S, Department of Edstcation Ttx cmtents oftfus pubUtation 
do not necessarily reflect the views or policies of the Department of Education, nor dees mention oftrcaie names, 
commercial products or organizations imply endorsemeru by the ^ IS. Govenvmnl 

This information is in the public domain unless otherwise irdii^ued. Readers are encouraged to copy and share it, but 
please credit the National Information Center for Youth wim Handicaps. 
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Occupa tional Thcrapv Educa^^^h 

The Univcrsitv ot Kansas MediCijl \:-\\\' 

Kansas Citv, Kansas r'>90 
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naUonal lafomiatioa Center for ChOdren And Youtli With Handicaps 

P.O. Box 1492 Washington. D.C. 20013 



NATIONAL TOLL FREE NUMBERS 



ERIC 



ADOPTION 

Nalionai Adoption Center 

AiOS 

Naionei Oay Task Force AIDS informaMon Hodine 
NatkxMl SeBcuaMyTranemitied Dill M e w HotHne 
PubNc He^ Setvloe AIOS HatRne 

ALGOHOUSM 

Alcoholism HoMne « AO Csra Hospltai 

0f caMng from New Jersey) 
NattonsI Cteiring h o u Be 

tor Alcohoi arxS Onjg Information 

BUNDNESS/VISiON 

American Cound for the BOnd 
American FourxlaHon for the Bund 
Job Opportuntfw fdr the Bind (JOB) 
National Aasodayon for Parents 

of ttie Vtouaily Impelred 
National Eye Owe Project HotHns 
Niational Library Servtees for 

the Blind and Physically Handicapped 
National Retinitis Pigmentos a Foundation 

BURN VICTIMS 

International Shrlners Headquarters 
(IT caMng from Florida) 
(IT calling from Canadci) 

CANCHR 

AMC Cancer Infomuttion Une 

Nationet Cancar Institute Information Sen^ 

CAREER COUNSEUNO 

ERIC Ctearinghouae on Adult 

Career arid Vocational Education 
High ar Education arK< AduK T raining of 

peopis with Handicaps (HEATH Resource Cntr) 



1.«00-TO-ADOPT 



1-MC-221.7044 

i-soo^-ssn 

1-«XKJ42-A1DS 



1-«X^ALC0H0L 
1-800-322-5525 

1-80O^-HELP 



1-800-424-8668 
l-eOOAFBUND 
1-aO{K63a.7518 

1-800-561-6265 
1-800-222^'YES 

1-800-4a4-«567 
1-800-638-2300 



1-800^-5055 
l-aoO-282-9161 
1-800-361-7256 



1-8K)-525-3777 
1.600-4^^ANCER 



1-S0O-84d-4815 
1-800-54 HEATH 
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Oc cn pa t i (1 n a I Fh e r p. p v P ».i ik i * t ; . i i 
The University of Kansas. Medu ; 
Kont^as City, Kansas l'.''-*0 



r.t-: 



• 
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Job Accomodation Nfllwcxk (JAN) 

(V caing from Wni Virginia) 
Job OpportunMM for tht Bind (JOB) 
National ConwnittM for CUzana in Education 

CEREBRAL PALSY 

Un«fldCMbralPai«yAMOClationB.inc. (UCPA) 
National HMdqumt (NawYoiK NY) 
UCPA MOmM nalabona DivlBion (Waahington.OC) 
UCPA Cornmunily Swvicaa Oiviaion (Waahingion.DC) 



1-800^526-7234 
1-800-5a8-<696 
1-800-638-7518 

i-aoo-NET 



1-800-USA-1UCP 
1-8004JSA^UCP 
1-8004JSA-5UCP 



CHILD ABUSE 




National Child AbuM Hotttn^ 




Paranis Anoriyrnoua HotfTMi 


1-800421-0353 


(if caWnQ from CaWofnii^ 


1-800-3S2-O386 


CLEFT PLATE 




Americ&n Ctaft Poiata 




Educational Foundation CiaftNne 


1-80a24-CLEFT 


(If caWng from Pennsylvania) 


l-aOO-23-CLEFT 


UUMr U 1 cnb 




Appfaumcaoi 


1 ^mi^r 1 w 1 


9pactai cQucwon 




A 1 & 1 uompuiarB (uanarai oaiaj 




urfiiai TOi opactai eaucauon i ocnnotogy 




c/0 uouici for excaptionai WwOfsn 




IBM Nanonai suppon cantac 




JL»^ rtai Mi l II m miiK niAAKimt^ 

iOr ranio« i9 wnn uiMDiHiiao 




oUMMUNKiAilUNo UloUKUcrlo 










(V/TDD) 1-800"63S-«255 


Natkxwi Cantarftx Stuttartng 


1-800^1-2483 


DEAF-BUNDNESS 




NaUonai inrormation Cantar 


1-800-672-«720 


on Doaf-BHndness 


(V/TDO) Extension 5289 


(If caiNng from Waahington DC) 


(V/TOD) 651-5289 


DEAFNESS/HEARINQ {IMPAIRMENTS 




Battar Haaring InatKuta Haaring Halpline (Voica) 


i -800-424^76 


Captionad FHma tor tha Daaf 


(Vm>D) 1-800-237-6213 


Jo^m Tracy dnic on Daalnasa 


(V/TDD) 1-800-522-4582 


National Kaarirtg Aid Soclaty 




Haaring Aid HalpUna 


(Voice) 1 -800-521 -5247 


Occupational Haaifng Smvicas 




(Dial A Haaring Scraaning Test) 


(Voice) 1-800-222-EAHS 


(If caMng from Pennsylvania) 


(Voice) 1-800-^5-3277 


TRIPOD GRAPEVINE. Sarvica 




for tiaaring impairad 


(V/TDO) 1-800-352-8888 


(if caUing from California) 


(V/rOD) 1-800-346-8888 
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Occupational TliLntpy rducat n 
The University of Kansas M^'di< a 
Kansas Citv. Kansns 1990 



I'Ki 



■■■■■ % 
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DIABETES 

Juvwito DMMIM FoundflUon Hodint 

DISEASES 

Atztwhrar'fi DtoMM aid 

FMMd Dtoofdm AnodaUon 
(V csMnQ from Mhoto) 
Anwrtean LipRMy MMon (HanMn's 
Huntingioffi DiMtM SocMy or Amarica 
Uiput FoundMi of Amatteft 



Natfonal Oyaao Rbraala Foundtfton 
National HaattilntomNllonCanlar (NHIC) 
rMPonii inPOfnwDon i^np ivji 

Ofphan Oruga and Rara Diaaaaaa (NIOODARO) 
r4ationai Oiganiolion fbr Rara Diaordara (NORD) 
Nadonal Partdnaon Foundation 

(V caMng from FloddiO 
Parkinaon'a Educadon Program 



DOWN SYNDROME 

Nadonal Down Syndronw Congress 
National Down Syndroma SctcMMy 

DRUG INFORMATION 
OfugAbuaa 

(V caEng vrom Naw JarMy) 
Naional O aa ring houaa 

for Alcohol «nd Drug Information 
Parents Raaoufca InaUluta 

for Dnjg Education (PRIDE) 

cOUCATION 

Edurifiora PiAiNaNns Swvlca. Inc. 

(Spacffc Laammg Di«sb;iltle8) 
Naiikxiai CommMwi for CKizartt in EducaMori 

EMPLO'/MENT 

Job Accomodation Naiworfc (JAN) 

(if caMng from Waai VirginliO 
Job OpportunMae for tna BHnd (.iOB) 

EQUIPMErfT 

AT&T National Spaciai Needs Center 

EPILEPSY 

Epilepsy Foundation of America 

FINANCIAL AID 

Federal HHI-Burton Fi-oe Care Program 
(if calling frorn Mwyiand) 



1-800223-1138 



l-SOO^-OSTS 
1-800-572-6037 
l-SaO-543^131 
1'a0O^45-4372 
1-80O-«S«121 

1-830-421-8453 
1-800^44-4823 
1-800-336-4797 

1-800^304797 

1-80O477-NORO 

1-80O3Z7-4545 

1-800-433-7022 

1-60O-344-7877 



1-800-232-NDSC 
1-800-221-4602 



1-60O644-KIDS 
1-80O-225-O196 

1-60O662-HELP 

1«X>>221-9746 



1-800-22fr^$750 
1-800-NETWORK 



1-800.526-7234 
1-800^26-4896 
1-80O638-7518 



1-800-833-3232 
1-800-EFA-1000 



1-80{M92.<)359 
1-800-638-0742 
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The Univerait^/ oi Kansas Mixiictil CtMitor 
Kansc^s Cit>% Kansas 1990 
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Finandat Aid tor EduMtfon Avalabit 

HMKh Can FkMndng AdrnMMion 
(Vcalng from Maryland) 

GROWTH DISOROERS 

Human Qitwtti FoundaUon 

HEAD INJURY 

NaUonal Haad Injury Foundation 

(For uaa £^ Patianta li thair Famines only) 

HEALTH INF0R1MAT10N 

NaUonai infonnatton Syatam 

lor tiaaan n aiwao oaivicaa 
National Haalth Informal Cantar 

HEAfrr DISORDERS 

Aaaodation of Haait Patianta HaaitUna 

IMMUNOLOOY 

NatlonalJaiiviah Cantar tor Immunology 
and Raapiralory iuladteina 

tODNEY DISORDERS 

Amarican Kidnay Foundation 

(If caMng from Marytand) 

LEARININQ DiSABiUTIES (DYSLBOA) 

Educatota PubNahlng Sarvlcaa, Inc. 

SpacNIc Languaga DiaabiUtiaa (Dyslexia) 

(V caMng from Maryland) 
Orton Dyaiexia Sodaty 

UVER DISORDERS 

Amarican Uvar Foundation 

MAINSTREAMINQ INTO THE COMHUNITY 
National Organization on Diaatsitlty 

MEDIA 

Handicapped Madia, Ina 
Information Cantar tor Special 

Education Madia and Materials 

MEDICAL DEVICES 

Practionara' Reportiiig System 

(if calling fomi Maryland - caK coUect) 

MENTAL RETARDATION 

American Association on Mental Retardation 

(If calling from Washington, DC) 
Association for Retarded Citizens of the United States (ARC) 



1-80(K33»4NFO 
1 -600-6394833 
1-800492-6603 



1 -800431 -6434 



l.aOO-444-NHIF 



1-800^-9234 
1-000-336-4797 



1-800-241-6993 



1-800-222-5864 



1-800-638-8299 
1-800492-8361 



1 -800225^50 
1-8C0-792.5166 
1-800^-3123 



1-800-223-0179 

1-800-248-ABLE 

1-800*321-8708 
1-800-772-7372 



1-80O6384725 
301-681-02S6 



1-800-424-3088 

387-1968 

1-80O433-S255 
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Occupational lli'..*rapv liducaiu*:; 

The University of Kansas MoJk al ( • r*ttT 

Kansas City, Kansas 1990 
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MiSSINQ CHILDREN 

National C«nMr for MiMing and ExpioM Chad^ 

NEUROLOOiCAL IMPAIRMBIT/Fi^YSiS 
Amirtcttn Pwiyiii AsiocMion 
hMionii Httd infuiy FOundHton 

O^mttyPaHrtiAr am—i only) 
fMdontf HMdioht FouncMlon 

(V cMnQ Ikom MInoli} 
NatioMi SpiMi CoftI b^|ufy Hoi^^ 

(V GflMnQ ftOfTi MwylWKf) 

NUTRmON 

DMCh Nut NuMbon HoUns 
QertMrProdudiCa 

Johnson & Johnson Baby PnxKjcts informstion 

ORGAN DONORS 

ThaUvingBank 

ORTHOPEDIC PROBLEMS 

tmafntUonal Shrinais HaadQuaitafB 
(V caMng from Rorfdi) 

RAREDtSORDEC 

Comala daLanga Syndroma FouncMlon 
National iiiuf inatfon Gamar toe Orphan 

Daigt and Raw Dhaaiaa (NICOOARD) 
National Of^artniton tor Rara Diacffdara (NORD) 
National Raya^a Syndroma Foundation 

(V caNng ftom Ohio) 
Ntfional TutMTOua SdaroalB Aaaodation 

REHABtUTAHON 

O.T. Waiaon Rahabitition HoapM 

National Rah a btitodon intom ia tio n Cantar (NARiC) 

RESPIRATORY DISEASES 

National Jaiviah Cantar for immunoiogy 

and RaepiFMor/ Madicina lojiig Uia 

SPINA BIFIDA 

Spina BMdaHouina 

SUDDEN INFAf4T DEATH SYNDROME (SIDS) 

National Suddan infant DaMh Syndroma Foundation 

SUICIDE PREVENTION 

National Adolascani Suidda HoUina 

SURGERY 

National Saco^ Surgical Opinion Program 



1-«XM44-NHF 

4 

1 
1 

1<600498-1733 



1-80(^926-3907 



1-800-428-2971 



1-aO(K237-5055 
1-800^-6161 



1-80&-223-83S5 

1 •800^36-4797 
1-80&477-NORD 
1-800^33-7303 
1 -800-231 •TSOd 
1-800<VU.-NTSA 



1-800-233-8806 
1-800-34-NARIC 



1-800-222-LUNG 
1-800-621-3141 
1-800-221 -SIDS 
1-800^1-4000 
1-800-633-6833 



Occupational Therapy Education 

^«f-r.fx^ ^ t'wn. The University of Kansas Medical Ct-nK-r 

I Resources for Rural School Occupanonai Therapists 9 , ^^^^^ ^.^ ^^^^^^ ,^,^0 
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TELEPHONE USAGE FOR PERSONS WITH DtSABIUTIES 
T«i«-Consumfir HoMrw 

or cMng from WMhingion. DC) 

TOYS (Sate) 

Consumtr Product SaMy Commission 



TRAUMA 



Amortcan Tmims Socisty 



223^1 



1-600-638-2772 



1-800-566-7890 



7^ infomuttUm sheet was developed by tntentate Research Associates Inc., pursuant to Cooper a - 
five Agreement 0GCO87C3O51 with Special Education Proffwm i^the United States Department 
of Education. T1\e contents of Ous publication do not necessarify reflect the views or poUcies of 
Departmmt ofEducaAon, nor does mention tetrode names, commercial products or organizations 
imply edorsement by the U.S. Government 

Thisinfbrmationisinthepublicdonuiinunlessotherwiseindicated. Readen are encouraged to copy 
and share it, but please credit the National Information Center for Children and Youth with 
Handicaps (NICHCY). 

(Revised July, 1988) 
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Occupational Therapy Education 

The University of Kansas Medical Ct nh^r 

Kansas City, Kansas V^90 
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national Inforraatioo Center Tor ChUdren And Youth With Handicaps 

P.C B0ic1492 Waahington.D.C. 20013 

RESOURCES IN KANSAS 



STATE DEPARTMENT OP EDUCATION 

JwnME.MafihaN.Dir. 
Div.orSpadatEducabon 
Stala Dajat or Education 
120 E. 10th St 
Topaka. KS 66612 
(913)296-3866 
^00) 332-6262 

LudHaPadan 

Education Progiain Spadaiiat 
Dtv.orSpadalEducatton 
Staia DapL of EducaUon 
120 E. 10th Straat 
Top«i(a.KS 66612 
(913) 296-7454 

STATE VOCATIONAL REHABILITATION 
AGENCY 

Joan B. Wfliaon, Comm. 
RahabOttation Saivicaa 
DapL or Social and Rehab. 
San/ioaB 

Biddia Building. 2nd t^loor 
2700 W. Sixth St 
Topeka,K8 66606 
(913)296-3911 



Nomia J. PhMlpa. Admin. 

iprogram 



Oapt or Social and Rahab. 



BkJdtoBuNdbig. 2nd Floor 
2700W.8bdhSlfaat 
Topaka, KS 66607 
(91^ 286^11 

OPPICe OP STATE COORDINATOR OP 
VOCATX}NAL EDUCATE POR 
HANDtCAPPCD STUDENTS 

Carolyn Oiaon 
Program SpadaHat 
Vocational Education 
Sttta Dapt or Education 
l20£10thSt 
Topaka. KS 66612 
(913) 2!96-4621 

STATE MENTAL HEALTH AQNECY 

OarakI T. Hannah, Comm. 
Oiv.orMantalHaaKhand 
Ratardalkan Sarvtoaa 
Docking Staia Offlca BMg.. 5th Fl. 
Topaka, KS 66612 
(913) 296-3773 
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Occupational Therapy luiucanoT> 

The University of Kansas Medical C Vnt 

Kansas City, Kansas 1990 
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STATE MDITAL HEALTH REPRESCNTATIVE 
FORCHLOmN 



fdr 

MHandYoumswvtoM 
YoumCmlirtfTopiki 

1440N.W..29lhStrMI 
Topti(a,icsee6i7 

296-771 1 

STATE MEKTAt RETARDATION 
PROGRAM 

TonyLytergtr 

Dir. or hwOuUGTMl Programs 

Oiv. of MwiM HmMi md 



DocMng SUM Office BkJg.. sm FL 
Topil«,KS 68612 
(913) 296^71 

STATE DEVELOPMEKTAL DtSABILITIES 
PROGRAM 

John KMy.Exw. Dir. 

Planning CouncU tor Dfv«k)pnien(al 



Doddng StM OfflM BIdg.. 5th Ft. 

TopSlOl, KS 66612 

(^13) 296-2608 (HX) & VoiOt) 

PROTECTION AND AOVOCAVY AQENCY-DD, MH 

Joan Sblddar, Exac. Dir. 
Advociey A Protactiva Sarvica 
forthaOO, Irvc. 
513 Luayamvorth St, Sutta 2 
MerJwlian.K$ 66502 
(913) 776-1541 
(800) 432-8276 

CUENT ASSISTANCE PROGRAM 

Saa State Vocational RahabitKatlon Agency 



PROGRAMS PGR CMLOREN W/SPECIAL 
HEALTHCARE NEEDS 

Caaala LMMor, Piogram Diractor 
Pfoy aina for CNMwn w/Spa cl al 
HMlhcira Nbidi 
Landon SiMa Offica BuMIng 
900 SW. Jackson St 

(913) 8^S•8^80 

DISABEiTV AGENCIES 

Kanaia St«a Sockny tor 
CMdran AduRt witti Autisfn 
S8968.W.aBTarraoa 

TG|)al(a.K8 86614 
(913)272-7412 



Unftad Carabrai Paiay Assa of Kansas. Inc. 
P.O. BOK 8217 
WlchNa.K3 87208 
(318) 688-1888 



CurtlaQsylor, Exc Dir. 
Epiapay ICanaaa, Ina 

1 127 N. Emporia 
P.O.BOK2S4 
VVIchiia,K8 67201 -(^ 
(31Q2B»4926 

Oraatar Kansas CHy Epilepsy Foundation 
4949 PockhE Road 
Kanaaecxv, MO 64110 

Josaph Swaivval. Pras. 
Kansas Assn. for ChNdran 
wkhLsammgOiaabiiitias 
P.O. BoK 4424 
Topsi(a.K8 66605 
(913)272-0033 

Mental Haalth 

Madnar. Exac. Dir. 
Ittontal HaaMi Asan. m Kansas 
120S Harrison 
Topsi(a.KS 66612 
(913)357-5119 
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Occupational Therap>y Education 

The University of Kansas Medical Contt-r 

Kansas City, Kansas 199(1 



I 



Managing Occui'ational therapy in Rural Education 



to 



nr. 

KinMi Ann. for RmrM Cttztnt 
11111WMl9llhTmc« 

(|B13!)26M2D0 

Obcto Hikvtolv Coor. 

K8 8pMCh4.iinQutQ#4lMfinQ Assn. 

31172Mh8t 

GfWlB«nd,KS673S0 

•Spina BWdi 

Spins BMIds Aatn. of KMisssClly 

P.O.B<KS4a2 

KmnOly. MO 94131 

JOMph HoIqwvNi M.0*» Dir. 
Hmmm Univ. AflGMtd Facully- 
KummOtf 

CMdiwi't RttNbMMion unft 
KmsMUnlv. MtdkstiOtmsr 
3Qlh and Ralnbowr Boultvard 
KmsOly.KS 68103 
(913)588^000 

Jean Ann Sumnwrs. Dir. 

Kansas Univ. AfflMad Fadlily Cwitral Office 

Buwwu of Chid n aaaar ch 

348H«MathHal 

UnivaiaMy of ifteiasa 

Lawranoa. KS 68046 

(913)864-4850 

Joaaph Spradin, Oif. 

Kanaaa UnivarsRy AfllHatad FacuRy at Parsons 
2601Qabriai 
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BETWEEN 
TEE UNIVESSm CF KANSAS 
and 



THIS AGREIMEinr, ent<tred into thl£ day of , 19 , 

by and betwan Tha Unlv«r8lty of lOmaas (Harainafcar '"Uiilvarslty") and 
^ (Hareinafter ••facility:) . 

WITNESSETfi: 

WHHK2AS, Che Unlvaraicy wlahas to obtalik clinical facilities for 
students .mrollad in various prograwa of the University's DeT>art i — nc of 
Occupatlona a Therapy E dtieation and WHEREAS, tha Faclllf-y vlshes to develop and 
utilize fiv±ldwork experience for students j I90W THEREFORE, la coiislderation 
of these prer&lses and of :he mutual agreemants set forth herein, the 
University and the Facility agree as follows: 

The University and the Facility putually agree : 

U to establish tha educational objectives for the fleldwork 

experience, devls«% methods for their lu(p?^e:i»entation, aad evaluate 
continually the effectiveness of each, and; 

2, to make no dlBtiiictlon among students covered by this Agreament, 
on the basis of race, color, sex, creed, age, cr national origin. 

3. that references or transcriytf, pertaining tj» students in the program 
shall not b« provided to a third party by the University or the 
Facility without written authorisation from the student. (Family 
Educational Rights and Privacy Act of 1974.) 
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CO Msunft responsibility £cr at$f>iurlng continuing coiii{>liance with 
th« edi\MuitJ>oaal standards estafellahed by the American Occupational 
Therapy Association, and; 

to establish and m;-;int^tn cownunicatlon with the Fieldwork 
Suparvisor of the Facility on items pertinent to occupational 
therapy education, (Such coomuiiication may include, but not be 
limited to^ » description of the currlculioa, relevant course 
outline*, policies* faculty, and laajor changes in this infonastivfn . 
(On ^ite visits ^111 be arranged when feaaibleO 

to notify the Fieldwork Supervisor ^nd the Facility, at a tt»e mutually 
agreed upon, of its planned eched Ue of student assignment. Including 
the nana of the 3t^Mient, level of tcsdemic preparation, and j.ength 
and dates of fieldwork experience; 

to rfifer to the Facility only those students wIkj have 

satisfact9rily completed the prerequisite didactic portion of the 

curriculum which is applicable to the fecility; 

to inform the student of tlie Facility's requirements for 

acceptance, (citizenship, health sta*:»i8, etc-); 

to advise the assigned student of the responsibility for: 

a. cofflp lying with the existing pertinent r<iles and regulations 
of the Facility; 

b. providing the necessary and appropriate uniforms required but 
not provided by the Facillry; 

c. providing his/her transportation and living arrangecsnts when 
not provided by the Facility; 

d. conforming to the standcrda an< practices established by the 
University for students receiving training in the F-icility, 



7. th« University agms to r«£«r to the FacdLLlty oaly those students 
vho ere covered by the Ut^iveral:. *s professional liability Insurance 
policy; 

8. to supply the Fleldwork Su:i«rvisor with avpropriate forms to be 
used la evaluating the perfonciwce of the assigned student, and;* 

9. to have the sttident provide prior to the ccnMnceaent of the 
student assignment such confidential lafcraatitm as nay fcs 
required by the Facility or deemed necessary for the training and 
guidance of the student. 

'■■i raolllty A grees: 

1. tc designate as Fleldwork Supervisor the ctaff nesber who will be 
responsible for the plaoning and Inplentntation of the fleldwork 
Exoer lance. The staff nember so devignated shall meet the 
criteria established by the American Occupatiooal Therapy Association 
for supervising students; 

2. to provide the Flelcwork Supervisor with time to plan and 
lmp3.eincnt the Fleldviork Experience including v «hen feasible, tlnie 
to attend relevTint soeeLlngs and conferences: 

3. to provide the physical facilities and equiy*aM:nt necessary to 
conduct the Fleldwor* 'Experience; 

4. to have available a written description of the Fleldwork Experience 
being offered; 

5. to advise the University of any changes Xii its personnel, operation, 
or policies which cwy affect fieldwrk experience; 

6. to determine and nctify the University of the number of students 
which it can accoraodate during a given period of time; 
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7. to provide th« asclgnad student, whenever possible* with use of 
library facilities ai^ reasonable study and storage space; 

8. to provide the assigned student with a copy of the Facility's 
existing pertinent rules and regulations %*lth which th*- student Is 
expected to comply; 

9» to tBske available, whenever possible, energency health care for the 

assigned stiwient (the student to be otherwise responsible for 

his or her health care); 
10. to evaluate the pcrfornBince of the assigned student on a regular 

basis using the evaluation form developed by the American Occupational 

Therapy Association and supplied by the tiniversity; 
U* to forward the completed evaluation to the University within one (1) 

week following conclusion of the student's fieldwork experience; 

12, to Advise the University at least by mid-term of any serious 
deficiency noted in the ability of the assigned student to progress 
toward achievement of the stated objectives of the fieldwork 
experience (it then becoming the mutual responsibilities of the 
assigned student, the Fieldwork Supervisor, and the Fieldwork 
Coordinator to Jevlse a plan by which the student may be assisted 
to achieve the stated objectives); 

13. to have the right to terminate any student whose health or performance 
is detrl»ental to patient well-being or to achievement: of the 

stated objectives of the fieldwork experience; 
U, to notify the University of any such terminations, and; 
15. to support continuing education and professional growth and 

development of those staff who are responsible for student supervision. 
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Tt— of Agr— ant s 

1* This «grecB»xit shall be sff active when executed by both parties 
for a period o£ one year and shall be automatically renewed 
annually unless otherwise terminated by written notice by one o£ 
the parties in accordance with paragraph three (3) below, 

2* This agreement may be revised or modified by %/ritten amendment 
when both parties agree to such am en dm e nt, 

3, If either party wishes to terminate this agreemsnt, it is 

understood that written notice of at least three (3) months shall 
be gii^n the other par;.y* 

IN WITNESS WHEREOF, the University and Facility have caused this 
Agreement to be signed by their rcspccti'/e administrative officers. 



• 



THE UNIVERSrrt OF KANSAS 



(Facility) 



BY: 



D. Kay Claweon, M.li, 
Executive Vice Chancellor 



title 



BY: 



James Cooney, Fh„0. 

Dean, School of Allied Health 



Approved as to F'^rrs and Substance: 



Steven L. Ruddlck 
University Atcomey 



Letha J, Moeley, OTR 

Academic Fieldwork Coordinator 
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APPENDIX 2 



Classroom Integration Questionnaire (CIQ) 



From Kaufinan, M., Agard, J. & Semmel, M. (1985). 
Mainstreamin g: Learners and Their Environ ment Cambridge, 
MA: Brookline Books. Used with permission. 
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CXASSROOK mrSGRATION QUESTIONNAIRE 

Olrectlonft: Re&d ttach behavioral dascrlptlon and circla the 

corrasponding latter to the left of each itan as 
folloiTs: 

A. In regular clasaroon 

B. In regul/^r classroos all day with supplemen- 
tal m&terlals and advice 

c. In regular cl&saroom part of the day with 
supplemental materials and advice 

D. In special class all day. 

E. Not for public education 

(Circle only one letter item. ) 

A B c D £ 1. Joe is in an electric vheelchair. He can 

move his shoulders and elbows some, but has 
only minimi movement in his hands. He 
wears hand splints. He has a catheter that 
needs to be checked periodically. 

A B C D £ 2. Larry is totally dependent in all his care. 

He is transported in a wheelchair. He has 
a few geetures for communication. 

A B C D E 3. George at times answers questions inappro- 
priately. His thoughts do not always seem 
to flow together. He has trouble pronounc- 
ing words with the letters r and 1. 

ABODE 4. Larry takes medication for seizure control 

each morning before coming to school. Oc- 
casionally he has a seizure at school. He 
does not appear to have any warning the 
seizures sre going to begin. 

A B C D E 5. Dick is able to walk around the school in 

the morning but by the afternoon he re- 
quires the use of a v^heelchair^ 

A B C D E 6. Chester is deceitful, tells lies and cheats 

in school and at play; he has been involved 
in several thefts and is a persictent tru- 
ant. 

A B C D E 7. Billy tends to skip words while reading and 

needs to use a moving finger, pencil oz* 
other artifact to avoid omissions. 

A D C D E 8. Sam has just returned to school after being 

hospitalized and at home for severe burns 
for a year. He wears a special pr^^ssure 
garment to reduce the swelling over most of 
his body. 
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A B c D E 9. Jerry does reasonably good work as long as 

hs Is left alons; hs bacosss axtrsssly 
tsnss and anxious hovavar, vhsnavar an 
adult speaks to hla. He bacoses very upset 
when he aakes a mistake and just freezes up 
when called on in class. 

A B C D E 10. Richard is a likeable boy; he makes friends 

easily and is very sensitive of bow others 
see his. He is two years behind his peers 
in math skills and four years behind in 
reading. 

A B C D E 11. Dotty is eight; she has difficulty follow- 
ing the class activities, and doesn't seem 
able to learn to read at all. 

A B C D E 12. Rachel's muscles in her legs are tight and 

her legs turn in when she walks. She can 
walk short distances (such as within her 
classroom) by herself, but requires a 
walker to get from room to room or down the 
hall to the bathroom or cafeteria. 

A B C D E 13. Henry has an artificial leg. He is able to 

do most things by himself, but does need 
assistance at times. He can't always keep 
up with the other kids on the playground or 
in physical education. 

A B C D E 14. Judy eventually mutilates or destroys ev- 
erything that gets into her hands; her 
books are marked and torn, her desk is 
inkstained and scarred, and she has even 
managed to crack a blackboard panel. 

A B c D E 15. Alan seems to have very few friends. He 

stays by himself most of the time watching 
the other children. He is never chosen for 
gases and never interacts with otJier 
children about his school work. 

A B c D E 16. Katy has only partial use of her right 

hand. She is unintelligible in speech and 
drools frequently. She is clumsy. 

A B C D E 17. Susan frequently reads words and numbers 

reversed and confuses similar words and 
letters when reading, but does alright with 
oral spelling. 

A B C D E 18. Earl is eight and wears cowboy boots to 

class because he hasn't learned to tie his 
own shoelaces; he is generally cheerful and 
well-behaved, but talks very little in 
class and is incapable of doing anything 
but the most simple work assignments. 
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A B C 0 E 19. Stella can raad orally but doasn't conpre- 

hand tha aaanln? of what aha raada. She 
can identify sll tha words in a aantance 
but cannot paraphrase the sentence or tall 
what it neans* 

A B c D E 20. Alfred is defiant and stiibborn, likely to 

argue with the teacher, be willfully dis* 
obedient and otherwise interfere with the 
normal classroom discipline. 

A B C D E 21. Chloe wears long-leg braces. Twice daily 

she needs to stand in a standing table for 
weight-bearing • 

A B c D £ 22. Luke has no movesent from his waist down. 

He can independently get around in his 
wheelchair. 

A B c D E 23. Nancy has to take insulin four times a day 

for her diabetes. One administration must 
be given at school. 

A B C D E 24. Chuck doesn't seem able to catch on to 

things u» quickly as most, and needs to 
have things explained over and over again; 
eventually, though, he appears to learn ev- 
erything the other do, even though it has 
taken longer. 

A B c D E 25. Tiiamy is overly aggressive. Ha seems to 

pick fights, tease and bully other chil- 
dren. He is a poor sport and argues about 
rules anci iecislons. 

A B c D E 26. Doris is abseat-minded and a daydreamer; 

she seems unusually quiet and withdrawn, 
avoids others and is inhibited and re- 
strained in her behavior. 

A B c D E 27. Jerod wears long leg braces and twister 

cables with which he needs some assistance 
in the bathroom. 

A B C D E 28. Betty works very rapidly and usually is the 

first one finished in her section. How- 
ever, most of her responses are incorrect. 

A B c D E 29. Sammy, in second grade, can't correctly re- 
peat oral directions or correctly repeat a 
7-10 word statement. He omits and/or 
transposes words, can't recite days of the 
week, the alphabet or numbers in order. 

A B C D E 30. John frequently misinterprets simple state- 
ments and directions given to the group; he 
does better if he can repeat the directions 
to the teacher. 
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A B c D E 31. Mllly is slow to coi^rshend instructions 

that involvs dirsctlonallty. Shs is con- 
fussd about Isft-right, up-down and 
confusM prspositlons (ovsr, undsr) in her 
oral sxprsssion. 

A B C D £ 32. Bath is not abls to achictva In any araa of 

acadaalcs on a Isvsl with tha othar chil- 
dran. All areas of acadenics nust be done 
on an individual basis. 

A B C D E 33. Kartha is a hyperactive child. she is al- 
ways juBping out of her seat, running 
around the rooa; she can't seen to sit 
still for any length of time. While she's 
running around, she annoys and disrupts 
other children. 

A B C D E 34. Sam uses a magnifier and large print to do 

his classrooB assignments. 

A B C D E 35. Although Eric seems very bright doing sci- 
ence experiments and other activities 
involving manipulation of materials, he 
still does poorly in his reading and 
arithmetic assignments. 

A B c D E 36. Richard is overly dependent on the teacher. 

He seeks out excessive adult attention. He 
has no sense of self -direction. He never 
does anything without being pushed or prod- 
ded. 

A B C 0 E 37. Brenda seems very unhappy and depressed in 

school. She sometimes appears to have been 
crying and never seems to smile even when 
she's playing with the other children. 

A B C D E 38. Adrienne wears a phonic ear for functional 

hearing. The phonic ear batteries must be 
checked each morning. Occasionally, the 
ear wil thistle and needs to be adjusted. 

A B C D E 39. Florence is immature and oversensitive, 

likely to burst into tears at the slightest 
provocation. She pouts or sulks if she 
can't do what she wants to do. 

A B C D E 40. Car la is a persistent talker, whisperer and 

notepasser . 



Adapted from Classroom Integration Questionnaire Mainatreaminai 
Learners and Their Environment. N. Kaufman, J. A. Agard & M.I. 
Semmel, Brookline Books, Ceunbridge, HA, 1985. 

N.O.R.E. Managing Occupational Therapy in Rural Education 
Project. The University of Kansas Occupational Therapy Cur- 
^ riculum, 1987. 
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APPENDIX 3 



Family Questionnaire 



Adapted from the Children's Questionnaire used in Project 
PRME. Kaufman, M., Agard, J. & Semmel, M. (1985). 
Mainstreaming: Learners and Their Environment Cambridge, 
MA: Brookline Books. Used with permission. 
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Family 



Please answer each question to the best of your knowledge. 

1. How many peopltlivt in your home? Courityoui fdher.rTK)t^ 
aMere, aunts, unclM. grwKH>ar«ni8 arKl any cNhara who IKw wl^ 

2. How many chHdranara in your family? (CMWranratots to cNW^ 

3. How many telephones do you have In your home? 

4. OoesyourfamRyhavearecordplayer. hi-fi, or stereo? 

5. What large appliances do you have In your kkchen? 

6. OoesyourfamHy have a dictionaiy? What type? 

7. Does your family have an encyclopedia? Whet type? 

8. What types of transportation do family members use? 

9. Does your family fuive an air conditioner? 

10. Does your famOy get a newspapm- every day? 

11. Does your family get any magazines regularly « home? 

12a. What Kinds of tx)0ks do you have at home for children to read? 

12t). How many txx>ks do you have? 

1 3. How often did adults read to children before they entered school. 

1 4a. Do children read to themselves? 

1 4b. How often do they read to themselves? 

1 5a. Does mother or father or someone in your family read to the children now? 

15b. (If yes) How often does someone read to them? 

16a Do you have any ganies in your home to play with such as card games, 
checkers. Moropoly, Chutes and Ladders, Sand Land. Spirograph and any 
others? 

16b. (if yes) How many games do you have? 

1 7a. Do children play with these games with your friends or brothers and sisters? 
1 7b. (If yes) How often do you play these games? 

1 8a. Does mother or father or some grownup in your family play these games with 
children? 

18b. (If yes) How often do grownups in your family play these games with childrenV 
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19& Does your family go on trips to playgrounds. pan:s or other places for picnics, 
swimrningorfimng? 

19b. (ifyes) How often do you go on trips? 

20& Do rnother or lether help Chiiclren team to do important Jobs arTHjnd your home 
like cooking or fbdng the car? 

20b. (Ifyes) How often do they help ch;Wren team their )ob? 

21. How many televiston sets does your famHy have. 

22. On school days, how much time do chiWren watch TV at home? 

23. Do mother or father usualy watch TV wHhcNMren? 
24a. Do chiWren have worl; to do at home for school? 

24b. (Ifyes) About how much time do they spend each day on homework? 

25a. Do chiUren and your parents talk about school work? 

2Sb. (Ifyes) How often do you taRcaboU school work? 

26. OU chikken go to kindergarten? 

27. Dkichiklren go to nursety school before gokig to kindergarten? 

28. How do chiWren usually get to school ki the morning? 

29. Do cWWren in your family tend to want to stop going to school as soon as they 
can? (AtagelQ 

30. Do chikJren usually want to finish high school? 

31 . Do chikiren in your family usually want to go to college? 

32. When chiWren in your family finish school, what sort of job do you thinit they wiil 
haveV 

33. Do chiWren in your family usually Hke school? 



This questionnaire is adapted fiom the Children's Questionnaire 
used in Project PRME conducted in Texas in the 1970's. 
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Attitudes Toward School Based Services 

(Al^BS) 



From Gilfoyle, Elnora M. (1981), Training: Occupational 
Therapy Educational Management in Schools: A Competency 
Based Educatio nal Program rfOTEMS Project). RockAdlle, 
MD: American Occupational Therapy Assocation, Inc. Used 
with permission. 
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TRAINING: OCCUPATIONAL THj2RAPY EDUCATIONAL MANAGEMENT 
ATTITUDES TOWARD SCHOOL BASED SERVICES* 

CODE 

DATE 

READ EACH STATEMENT AND CIRCLE THE APPROPRIATE NUMBER ON THE ATTACHED 
ANSWER SHEET. 

PLEASE ANSWER EVERY QUESTION 



1. School systems should have special school facilities for 
handicapped students. 

2. Teachers have little interest in interdisciplinary collaboration 
regarding students placed in their classroom. 

3. Teachers in regular classroom progreuns are not prepared to have 
handicapped students placed in their classroom. 

4. Because the law mandates occupational /physical therapy services , 
school administrators have negative feelings tovard therapists. 

5. Teachers /school personnel have the major responsibility to adapt 
to the inclusion of new professions, such as occupational /physical 
therapy. 

6« The development/preparation of lEP's recjuire too much time for the 
value of its outcomes /product. 

7. Special education teachers have little knowledge and skills about 
occupational therapy services. 

8. Related services should have administrative/ financial priorities 
over physical education, music and/ or art programs for handicapped 
students . 

9. School programs should facilitate the placement of handicapped 
students into regular classrooms. 



♦Adapted from the Attitude Toward Disabled Persons (ATOP) Scale. 



Page 2 



ERIC 



ATSBS 

10. occttpational therapy has more to offer preschool and early primary 
school-aged students than to students enrolled in secondary educa- 
tional programs. 

11. Principles resent parental requests for related services for their 
children. 

12. Occupational therapists should treat those children with sensory 
integrative dysfunction as the first priority for occupational 
therapy services. 

13. Public schools should have the responsibility to provide medical 
services needed to enhance the students' potential for learning. 

14. Principals and/or special education directors should provide su- 
pex*vision to occupational therapists in school-based programs. 

15. Teachers are interested in working with parents regarding the de- 
velopment of educational programs for their students. 

16. The occupational therapist should be present and participate at 
the lEP staff ings for students who may be and are receiving 
occupational therapy services. 

17. School-based programs/facilities should become the major area for 
occupational therapy services with school-aged people. 

18. Principals arc not aware of the occupational therapy services that 
are being provided in their schools. 

19. Teachers do not understand the basic principles of sensory-motor 
development. 

20. The full range of physical/occupational therapy services needed by 
handicapped students should be provided by and financed through 
school budgets. 

21. Adaptive physical education teachers feel they can provide 
occupational /physical therapy aervices to handicapped students. 

22. Vocational teachers/counselors feel they do not need consultation 
from an occupational therapist regarding career development pro- 
grams for handicapped students. 

23. School administrators hire occupational therapists as "token" em- 
ployees, to satisfy the mandates of PL 94-142. 

24. Because of their medical background, therapists are threatening to 
teachers . 

25. Therapists have little knowledge about the philosophies of 
education and/or the educational system. 

26. Developing self-help skills and daily living tasks should be a ma- 
jor priority for occupational therapy educational programs. 
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27. Principals are interested in developing occupational therapy pro- 
grans within their schools. 

28. Regular classroom teachers have little knowledge of occupational 
therapy services. 

29. Occupational therapists employed in schools should not be super- 
vised by non-medlcally trained personnel. 

30. A physician's referral should be required for handicapped students 
receiving direct service care by an occupational therapist. 

31. Occupational therapists have aore Knowledge about child develop- 
ment than teachers. 

32. occupational therapists should spend the majority of the school 
day providing direct one-to-one /group treatment sessions. 

33. PL 94-142 has had a negative impact upon educational systems. 

34. School administrators believe Adaptive Physical Education Special- 
ists can carry out the roles and functions of occupational/ 
physical therapists. 

35. Salaries for occupational therapists should be on a higher pay 
scale than those of teachers. 

36- special education directors have little knowledge about occupa- 
tional therapy services. 
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CODE 

DATS 

ATSBS ANSWER SHEET 

Use this answer sheet to indicate how much you agree or disagree 
with each of the statements. Circle the appropriate number from 
-3 to +3 depending upon how you feal about each statement. 

-l: I DISAGREE A LITTUB +3: I AGREE VE RY M PCH 

-2: I DISAGREE PRETTY MUCH +2i I AGREE PRETTY MUCH 

-3: I DISAGREE VERY HUCH -H: I AGREE A LITTLE 



PLEASE ANSWER EVERY ITEM 



(1) 


-3 




"1 


+1 


+2 


-J-3 


(19) 


-3 


-2 


-1 


+1 


+2 


+3 


(2) 


-3 


-2 


-1 


+1 


+2 


+3 


(20) 


-3 


-2 


-1 


+1 


+2 


+3 


(3) 


-3 


-2 


-1 


+1 


+2 


-•■3 


(21) 


-3 


-2 


-1 


+1 


+2 


+3 


(4) 


-3 


-2 


-1 


+1 


+2 


+3 


(22) 


-3 


-2 


-1 


+1 


+2 


+3 


(5) 


-3 


-2 


-1 


+1 


+2 


+3 


(23) 


-3 


-2 


-1 


+1 


+2 


+3 


(6) 


-3 


-2 


-1 


+1 


+2 


■J-3 


(24) 


-3 


-2 


-1 


+1 


+2 


+3 


(7) 


-3 


-2 


-1 


+1 


+2 


+3 


(25) 


-3 


-2 


-1 


+1 


+2 


+3 


(8) 


-3 


-2 


-1 


4-1 


+2 


+3 


(26) 


-3 


-2 


-1 


+1 


+2 


+3 


(9) 


-J 


-2 


-1 


+1 


+2 


+3 


(27) 


-3 


-2 


-1 


+1 


■»-2 


+3 


(10) 


-3 


-2 


"1 


+1 


+2 


+3 


(28) 


-3 


-2 


-1 


+1 


+2 


+3 


(11) 


-3 


-2 


-1 


+1 


+2 


+3 


(29) 


-3 


-2 




+1 


+2 


+3 


(12) 


-3 


-2 


-1 


+ 1 


+2 


+3 


(30) 


-3 


-2 


-1 


+1 


+2 


+3 


(13) 


-3 


-2 


-1 


+1 


+2 


-♦•3 


(31) 


-3 


-2 


-1 


■l-l 


+2 


+3 


(14) 


-3 


"2 


-1 


-n 


+2 


+3 


(32) 


-3 


"2 


-1 


+1 


+2 


+3 


(15) 


-3 


"2 


-1 


+1 


+2 


+3 


(33) 


-3 


-2 


-1 


+1 


+2 


+3 


(16) 


-3 


-2 


-1 


+1 


+2 


+3 


(34) 


-3 


-2 


-1 


+1 


+2 


+3 


(17) 


-3 


-2 


-1 


+ 1 


f2 


+3 


(35) 


-3 


-2 


-1 


+1 


+2 


+3 


(18) 


-3 


-2 


-1 


+1 


+2 


+3 


(36) 


-3 


-2 


-1 


+ 1 


42 


+3 
















(37) 


»3 


-2 


-1 


+ 1 


+2 


+3 
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Occupational Therapist Needs Survey 



Ocrupationai Therapv EduCcaion 
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OCCUPATIONAL THERAPIST 
Needs Sxirvey 

What roles have you performed in the schools that you serve? 



List the top 5 content areas you feel are necessary in pre- 
service training: 

1. 

2. 

3. 

4. 

5. 

Did you feel you had adequate preservice training to meet the 
roles you have been assigned? Explain. 



List the top 5 challenges you see in occupational therapy 
service delivery to educational settings: 

1. 

2. 

3. 

4. 

5. 

List the top 5 needs you see in occupational therapy service 
delivery to educational settings: 



What inservice topics have you presented to other pro- 
fessionals and staff for your job? 



What topics do you feel are relevant for basic and advanced 
inservice training of other personnel? 



What other team members do you work with? 

educator psychologist 

special educator social worker 

speech therapist behavior specialist 

physical therapist parents 

other 

How often do you have team meetings? (This includes, but is 
not limited to lEP meetings.) 



What is your service area? 

number of schools 



miles traveled 



time spent traveling per week 
total number of children served 



What types of children do you currently serve? 

physically and visually impaired 

other health 
impairment (includ- 
ing autism) 

mental retardation severly multiply 

handicapped/deaf blind 

specific learning early childhood 

disabled handicapped 

behavior disorders language, speech, and 

hearing impaired 

other 




9. How many children do you currently serve? 

3 years 10 - 15 years 

5 years 15-20 years 

10 years 20 - 25 years 

10. List the 5 occupational therapy assessments most frequently 
used in your setting. 

1. 

2. 

3. 

4. 

5. 

11. List the top S resources you find nost helpful to you as an 
occupational therapist (including hunan, curriculum, and pro 
fessional resovrces) . 

1. 

2. 




4. 

5. 
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Pediatric Competencies I & II 
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Competencies I 



The child generally denonstrates a pincer grasp using opposition 

of the thumb and forefinger at: 

a. 2-3 months 

J». 8-10 months 

c* 15-18 months 

d* 19-20 months 

A well organized body scheme develops as a result of integration 
of: 

a. vestibular input 

b. proprioceptive input 

c. tactile input 

d. all of the above 

The major tasks that confront the school age child are: 

a. achieving personal freedom and developing a healthy 
self-image 

b. forming friendships and peer groups 

c. developing fundamental academic skills of reading, 
writing, and math 

d. all of the above 

Adequate motor planning is dependent on: 

a. good vision 

b. a well organised body scheme 

c. visual sequencing 

d. good academic skills 

Distinguishing foreground stimulation from background 
stimulation can be described as the ability to: 

a. differentiate one stimulus from another 

b. perceive an object pattern in tb« environment as a 
separate entity and keep it separate 

c. to recognize and identify a form even when it is 
presented in a different way 

d. none of the above 

For a child to attend to a task, he must be able to: 

a. react to habituated stimuli 

b. be able to motor plan that task 

c. inhibit surrounding stimuli 

d. none of the above 

An internal awareness of the right and left sides of the 
body and the relationship between the two is referred to 
as: 

a. right-left discrimination 

b. bilateral coordination 

c. bilateral integration 

d. crossing the midline 



Match the following: 

8. Describe development as genetically a. Kohlberg 

(C) pre-programmed. 

9. Describe the progression of devel- b. Piaget 

(A) opment in making decisions regarding 
right and wrong. 

10. Describe the progression of cognitive c. Gesell 

( B) development . 

11. Describe psychological development as d. Erickson 

(D) resulting from the interaction between 
maturational processes and society. 

12. The sensory system that reinforces 85% of what the child 
learns through his other sensory systems is the: 

a. auditory system 

b. tactile system 

c. vestibular system 

d. visual systi 
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13. Hand dominance usually occurs around 
(*) a. 3'4 years 

b. 4-5 years 
o. 5-« years 
d. 7-8 years 

14. The newborn infant in the first week recognizes his 
mother through: 

a. vision 

b. hearing 
o. smell 

d. all of the above 

15. Frequent ear infections may cause: 

a. speech and language delays 

b. balance problems 

c. all of the above 

d. none of the above 

16. The child that uses a few real words interspersed with 
jargon is probably between: 

a. 9-11 months 

b. 16-19 months 

c. 24-28 months 

d. 30-36 months 

17. Children generally walk between: 

a. 6-10 years 

b. 11-15 years 

c. 16-18 months 

d. 20-22 months 
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18. The first physical change that occiirs in the child that 
signals the approach of adolescence is 

a. Secondary sexual changes 

b. Growth spurts in height and weight 

c. Onset of Benarche and nocturnal emissions 

d. None of the above. 

19. 7o assess a 9 year old child's ability to accurately 
reproduce drawings, which of the following tools would 
you use: 

a. Test of Visual Perceptual Skills 

b. Denver Developnental Screening Test 

c. Motor-free Visual Perception Test 

d. Test of Visual Motor Skills 

20. give us the framework to allow us to reach, 
grasp, and release 

a. prehensile reaotions 

b. primitive reflexes 

c. righting reactions 

d. equilibrium reactions 

21. A primitive reflex: 

a. is pathological when present in newborns 

b. is oonsidered obligatory when persistent beyond time 
they should be integrated 

c. is never fully integrated 

d. none of the above 

22. An infant acquires reach and touch skills with the 
integration of 

a. asywtetrioal tonio neck 

b. plantar grasp 

c. crossed extension 

d. optical righting 

23. A normal, term newborn will typically have 
a. rooting reflex 

•b. asymmetrical tonic neck reflex 

c. visual placing 

d. symmetrical tonic neck reflex 

24. The normal gestation period for interuterine fetal 
development is 

a. 30-34 

b. 38-42 
C. 36-38 
d. 42-44 
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The primary job of the neonate is to: 

a. reach for objects 

b. learn to roll over 

o. accomodate to extrauterine life 

d. begin eating solid foods 



Conpetencles II 



1. According to the laws regarding special education occupational 
therapy Is classified as: 

a. a medical service 

b. an itinerant service 
o. a related service 

d. a school health sezrvice 

2. Which one of the following tean members is not considered a 
related service: 

a. pareprofessioaal 

b. adaptive physical education 

c. vision specialist 

d. school psychologist 

3. The procedures for developing an Individual Education Plan must 
include: 

a. statement of Cvirrent level of function, long term goals, and 
physician's authorization 

b. independent evaluation data, long term goals, short term 
objectives 

o. statement of ourre&t level of funetion, long tern goals, 

description of extent of participation in regular education 

d. annual goals and short term okfjectlves 

4. According to federal regulations, handicapped students and their 

parents are entitled to if there are unresolved 

conflicts within the educational system. 

a . monetary compensation 

b. independent services 
o. due process 

d. free legal advice 

5. Kansas Medicaid and Kansas Crippled and Chronically 111 Children 
Services pay for occupational therapy services for children only 
if the services are considered: 

a . habitati ve 

b. on-going 

c . deve lopmenta 1 

d. rehabilitative 

6. School-aged children with handicaps receive services primarily 
through funds provided by: 

a. PL 94-142 

b. PL 99-457 

c. medical insvurance 

d. federal supplementary income 
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7. Children 0-5 with at-risk or handicapping conditions receive 
funding for services by: 

a. PL 94-142 

b. PL 99-457 

c. medical insurance 

d. federal supplementary income 

8. Characteristics of athetoid cerebral palsy include: 

a. increase muscle tone vith resistance to passive movement 

b. decreased muscle tone with disturbances in balance and 
equilibrium 

o. fluotuating musele tone with difficulty sustaining postural 

control 
d. none of the above 

9. Autism is characterized by: 

a. blsarre behavior 

b. age appropriate language skills 

c. onset of symptoms during 3rd year of life 

d. all the above 

10. Children classified as emotionally disturbed can be 
characteristically described as: 

a. shy and withdra%m 

b. aggressive and acting out 

e. a and b 

d. none of the above 

11. A child with a measured IQ score of 48 would be classified in 
school as: 

a. educabably mentally retarded 

b. trainably mentally retarded 

c. severely mentally retarded 

d. autistic 

12. A major concern associated with both visually and hearing impaired 
children in development is: 

a. learning to communicate 

b. inadequate gross motor skills 
o. inadequate ooncapt formation 
d. inadequate fine motor skills 

13. Down syndrome is an example of what type of birth defect? 

a. physical malformation 

b. ahromosomtl abnormality 

c. in-born error of metabolism 

d. perinatal complications 

14. To be classified as mentally retarded the following 
characteristics must be present: 

a. subaverage general intellectual functioning 

b. age appropriate adaptive behavior 

c. manifested during the developmental period 

d. all of the above 
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15. A non-progr«8sive lasion in the inmatiire central nervous system 
that results in a disorder of posture and movement describes 

a. spina bifida occulta 

b. Hurler's syndrome 
e, cerebral palsy 

d. mental retardation 

16. Curriculum emphasis of simple math and reading skills would be 
appropriate for a nine year-old child educationally identified a; 

a. multiply handicapped 

b. trainable mentally handicapped 

c. health impaired 

d. learming disabled 

17. Behavioral short term objectives developed for an individual 
education program should be 

a. relevant to function 

b. measurable (specific criteria) 

c. achievable in 1-year 

d. all of the above 

18. ^ consultation is preferred by educators and 

administrators because. . . 

a. expert model 

b. collaborative mcdel 

c. mental health model 

d. medical model 

19. Teaching and direct supervision of other professionals or 
paraprofessionals who are involved with implementation of 
intervention procedures describes the service provision pattern 
of: 

a. individual direct service 

b. moaitoring 

c. group direct service 

d. case consultaticn 



For each of the following vingettes choose the one best answer in ea 
of the following categories: 

a. cerebral palsy 

b. muscular dystrophy 

c. learning disabilities 

d. developmental delay 

a. autism 

b. severe/multiply handicapped 

c. visually impaired 

d. Down Syndrome 



a. spina bifida 

b. educable mentally handicapped 

c. trainable mentally handicapped 

d. learning impaired 

Treatment: Approach; 

a. Kearodevelopmental Treatment 

b. Sensory Integration 

c. Holistic approach to learning disabilities 
d • Spat io^tempora 1 

e« Netirophysiological rehabilitation 

Assessment Battery; 

a. Beery Test of Visual Motor Integration 
Test of Visual Perceptual Skills 
Bruininks-Oseretsky Test of Motor Proficiency 
Southern California Sensory Integration Test 

b. Reflex Assessment 

Brigance Inventory of Early Skills 
Muscle Test 

Range of Motion Evaluation 

c. Peabody Developmental Motor Scales 

Developmental Programming for Infants and Young Children 
Denver Developmental Screening Test 
Hawaii Early Learning Profile 

d. Prevocational Assessment 
Daily Life Tasks Inventory 
Environmental Assessment 

e. Reflex Assessment 

Range of Motion Evaluation 
Test of Visual Perceptual Skill 
Muscle Testing 
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Dirgnosis - Choose fiXlfi best answer. 



Kate is a two year old in a self*centered classroom of six children. 
At 10 months she was diagnosed with profound hearing loss and has been 
in educational programs since 1 year. Her strengths include fine motor 
manipulation and basic counting skills. Concerns are significant lan- 
guage delay, difficulty with gross motor balance and coordination- and 
attending skills. 

20. Diagnosis: (D) 

21. Treatment Approach: (D or B) 

22. Assessment; (C) 

Mark is a 10 year old. He was born with a portion of his spinal cord 
outside the vertebral column and had surgical repair at 7 days. He has 
no sensation or motor function below the waist. He uses a wheelchair 
for mobility. Strengths include most academics, strength and coordina- 
tion of armSf self care except transfers. Concerns are Mark's ability 
to participate in physical education and field trips with his class. 

23. Diagnosis: (A) 

24. Treatment Approach: (E) 

25. Assessment: (E or D) 

Ralph is a seven year old. He was born prematurely and at 3 months de- 
veloped retrolental fibroplasia. He is in a 1st grade class at a spe- 
cial school. As an infant he cried frequently, did not want to be 
held, and had feeding problems. Strengths include language skills and 
self-care skills for dressing, feeding, and grooming. Concerns are 
Ralph's concept formation (e.g., categorization, same/different), fine 
motor manipulation, and reading k.nd math performance. 

26. Diagnosis: (D or C) 

27. Treatment Approach: (B or C) 

28. Assessment: (A) 

Sally is 15 yrs old and attends a special school. Her strengths in- 
clude her fine motor skills and independence with grooming and hygiene 
tasks. Her measured IQ is in the high 40 's to low 50's. Areas of con- 
cern include her limited expressive and receptive language skills, 
clumsiness in gross motor skills, and inappropriate social behavior. 

29. Diagnosis: (C) 

20.* Treatment Approach: (D) 
31. Assessment: (D) 
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Twelve year old Jan has generalized muscle spasticity. She is enrolled 

•in sixth grade. Her strengths include nozmal vision and hearing, 
academics f coniaunication using picture board, and ability to maneuver 
her wheelchair with her right hand activating a directional rod. Con- 
cerns include no independent motor function and different expectations 
once Jan enters junior high. 

32. Diagnosis: (A) 

33. * Treatment Approach: (D) 

34. Assessnent: (D) 

George, at 10 is repeating 3rd grade. Psychological testing found his 
IQ to be in the Kid-60's with corresponding adaptive behavior skills. 
His strengths include gross motor skills, especially with team sports. 
Concerns are in academics. His classroom teacher is currently modify- 
ing the regular ctarriculum and adapting instructional materials. He is 
slower at tasks than his peers, and does better with non-reading tasks. 
Fine motor skills are below average. 

35. Diagnosis: (C or B) 

36. Tfeatment Approach: (C) 

37. * Assessment: (D) 

Sam is an 8 year old second grader. He iiras retained in the 1st grade 
because academic difficulties and immaturity. His strengths include 
his verbal skills and his creativity. Areas of concern include his 

•poor attention span, difficulty with handwriting, organization skills, 
and the subjects of reading and math. 

38. Diagnosis; (C) 

39. Treatment Approach: (B or C) 

40. AifSessment: (A) 

Matthew is a 9 year old who attends a special class for chlldran with 
adjustment difficulties. His strengths include his IQ scores, which 
are in the normal range. Areas of concern include his lack of coop- 
eration, poor self concept and interaction skills with his peers and 
adults. He has been arrested twice for shoplifting. 

41. * Diagnosis: 

42. * Treatment Approach; 

43. * Assessment: 

Chad is a 6 year old who attends a self contained classroom. His 
strengths include his positive relationship with his family and his 
friendly personality. Areas of concern include his motor and coonitive 
skills. He can sit unsupported for a brief period of time before fall- 
ing, cannot walk and communicates with a headshake for yes and no. 

Diagnosis: (B) 
Treatment Approach: (A or D) 
Assessment: (C or B) 
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SBS Inventory Part I & II 



From Walker, HiU M. & Rankin, Richard. (1980). The SBS 
inventor y of Teacher S ocial Behavior Standards and 
Ex pectations (SBS Project). 



OccupatioRt.' Thempy Hducalion 
The University of Kansas M^'dua! 'v i ritv r 
I ) I ■) Kansas City, Knnso^ l^-'^O 



SBS Project, Feb. 1980 - Do not duplicate, 
distribute or reproduce without permission 
of the authors. 




THE SBS INVENTORY 
OF 

TEACHER SOCIAL BEHAVIOR 
STANDARDS AND EXPECTATIONS 
BY 

HILL M. WALKER, Ph. D. AND RICHARD RANKIN, Ph. 0. 

UNIVERSITY OP OREGON 



Demographic InforfflatiQa 



1. Treacher Namg: 



2, ( ) Male ( ) Female 

3. T?^gh4nq Sxssilsns&i 



{i of years total) (# of years in your 

current position) 

Teaching Level ; ( ) Preschool ( ) Primary ( ) Intermediate 
(CURRENT) ( ) Junior High ( ) High School ( ) other 

Type fi£ Handicapped ghildr^n H&£]LSd fiit^h: ( ) None ( ) LD 
( ) ED ( ) TKR ( ) EMR ( ) Deaf ( ) Blind 
( ) Orthopedically Handicapped ( ) Multiply Handicapped 
( ) Other (please specify) 



6. Classroom Setting Xqu Currently Ifiasb In: ( ) Regular ( ) Resource 

( ) Special ( ) Other (please specify) 



Rater Instructions : This inventory consists of two sets of items descrip- 
tive of child social behavior in the classroom setting. The first set of 
items (Section I) describes child social behavior competencies and skills 
that are considered appropriate to the classroom setting. The second set 
(Section II) describes child behavior that is considered maladaptive, in- 
appropriate and/or disruptive to the classroom setting* As a classroom 
teacher, you are asked to make one pf three rating judgements about each 
item in Sections I and II of the inventory. 



Instructions for Section I: For the items in this section, please indi- 
cate whether the behavior described is (a) critical, (b) desirable or (c) 
tminportant to a successful adjustment in your classroom by placing a 
check in the appropriate parentheses. The line to the left of each item 
will be used later. 

Critical means that possession of the behavior is absolutely essential to 
a successful or satisfactory adjustment in your classroom 

Desirable means that possession of the behavior is not essential or 
critical to a satisfactory classroom adjustment but is encouraged. 

Unimportant means that you perceive the behavior as not being necessary or 
required for a satisfactory adjustment in your classroom. 

Section I: Descriptions of ADAPTIVE, appropriate child behavior ( s) . 

Critical Desirable Unimportant 



1. Child is flexible and can adjust 
to different instructional situa- 
tions, e.g. changes in routine, 
teachers, setting, C;tc. 

2. Child listens while ot^er children 
are speeOcing, e.g. as in circle 

or sharing time. 

3. Child communicates adequately, 
e.g. specOc? normally and can be 
understood. 

4. Child takes his/her turn. 

5. Child uses academic tools correctly, 
e.g. paper, pencils, scissors, etc. 

6. Child seeks teacher attention at 
appropriate times. 

7. Child models or imitates the 
appropriate behavior of other 
Chi Idren . 

8. Child uses free time appropriately. 

9. Child makes her/his assistance needs 
known in an appropriate manner, e.g. 
asks to go to the bathroom, raises 
hand when finished with work, asks for 
help with work, lets teacher know when 
sick or hurt. 



( ) 



( ) 



( ) 



2 
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10. Child listens carefully to teacher 
Instructions and directions for 
assignments. 

11. Child vol\inteers for classroom 
activities, e.g. assisting the 
teacher, reading aloud, class- 
room games, etc. 

12. Child complies with teacher 
commands • 

13. Child Improves academic or 
social behavior in response 
to teacher feedback. 

14. Child is considerate of the 
feelings of others, e.g. says 
or does things indicating an 
awareness of another's feelings. 

15. Child produces work of accept- 
able quality given her/his skill 
level. 

16. Child cooperates with peers in 
group activities or situations. 

17. Child follows established class- 
room rules. 

18. Child can have normal conversations 
with peers without becoming hostile 
or angry. 

19. Child can work on projects in 
class with another student. 

20. Child compliments peers regarding 
some attribute or behavior. 

21. Child has independent study skills, 
e.g. can work adeqniately with mini- 
mal teacher support, attempts to 
solve a problem with schoolwork 
before asking for help. 



Critical Desirable Vnjnpgrtan^ 



( ) 



( ) 



( ) 
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Critical Desirable VnilPPOrtant 

22. Child speaks to others in a 
tone of voice appropriate to 

the situation. ( ) ( ) ( ) 

23. Child answers or attempts to 

answer a question when called 

on by the teacher. ( ) ( ) ( ) 

24. Child copes with failure in an 

appropriate manner, e.g. doesn't 
give up on assignment or project 

involved in. ( ) ( ) ( ) 

25. Child behaves appropriately in 

non classroom settings (bathroom, 
hallways, lunchroom, playground) , 
e.g. walks quietly, follows play- 
ground rules, etc. ( ) ( ) ( ) 

26. Child resolves peer conflicts or 

problems adequately on her/his 
own without requesting teacher 

assistance. ( ) ( ) ( ) 

27. Child can accept not getting his/ 

her own way. ( ) ( ) ( ) 

28. Child attends consistently to 

assigned tasks. ( ) ' ( ) ( ) 

29. Child ignores the distractions 

or Interruptions of other stu- 
dents during academic activities. ( ) ( ) ( ) 

30. Child knows when to ask permission 

of the teacher or other children. ( ) ( ) ( ) 

31, Child tolerates usual school 

frustrations adequately, e.g. 

delays, schedule changes, etc. ( ) ( ) ( ) 

32. Child can participate in and con- 
tribute to group instructional 

situations/activities. ( ) ( ) ( ) 

33. Child can follow teacher written 

instructions and directions. ( ) ( ) ( ) 
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34. Child avoids breeJclng classroom 
rule(s) ttven whan encouraged 

by a peer. 

35. Child has good work habits, e.g. 
makes efficient use of class time. 
Is organized, stays on task, etc. 

36. Child Is honest with others, e.g. 
tells the truth. Isn't deceptive. 

37. Child responds to requests and 
directions promptly. 

38. Child questions rules, directions 
or Instructions that are not clear 
to her/him. 

39. Child shares materials with others 
In a work situation. 

40. Child makes productive use of time 
while waiting for teacher assistance, 
e. g. continues to work on problems 
that do not prove difficult. 

41. Child raises hand before asking a 
question where appropriate. 

42. Child completes tasks within 
prescribed time limits. 

43. Child uses social conventions 
appropriately, e.g. says "thank 
you", "please", apologizes, etc. 

44. Child observes rules governing 
movement around the room, e.g. 
when and how to move. 

45. Child responds to teasing or name 
calling by ignoring, changing the 
subject or sor^ other constructive 
means . 

46. Child expresses anger appropriately 
e.g. reacts to situation without be- 
ing violent or destructive. 



critical Desirable VnimPOrtant 
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Critical Desirable VnittPOrtant 



47. Child initiates conversation with 
peers in informal situation. 

48. Child uses classrooa equipment 
and materials correctly. 

49. Child uses playground equipment 
appropriately . 

50. Child does seatwork assignments as 
directed. 

51. Child sits up straight in seat 
during classroom instruction. 

52. Child waits quietly for recog- 
nition before speaking out in 
class. 

53. Child follows simple directions 
after hearing them once. 

54. Child carries out decision (s) 

or plan formulated by the group. 

55. Child can recognize and describe 
moods/ feelings of others and self. 

56. Child responds to conventional 
behavior management techniques. 



( ) 



( ) 



Instructions for Section H: For the items in this section, please indi- 
cate whether the behavior described is (a) unacceptable, (b) tolerated or 
(c) acceptable in your classroom. 

Unacceotablf means that you would not tolerata the behavior occurring in 
your classroom. Should an instance of the behavior occur, you would 
initiate active methods to (a) suppress or eliminate it and (b) 
prevent its future occurrence. 

Tolerated means that while you will "put up" with the behavior in question 
(at least temporarily) you would prefer to see it reduced in fre- 
quency and/or replaced by an appropriate, incompatible behavior. 

Acceptable means that the behavior presents no problems for you and you 
would not initiate procedures to decrease or eliminate it. 



section II: Dascriptions of MALADAPTIVE, inappropriate child behavior (s). 

yn^ceeptable Tolerated ftcgftptafel^ 

1. Child whines. ( ) ^ > ^ ' 

2. Child tebts or challenges tea- 
cher imposed liiiiits, e.g. 

classroom rules. ' ) ^ ' ^ ' 

3. Child is easily distracted from 

the task or activity at hand. ( ) ( ) ^ ' 

4. Child has tantrums. ( ) ( ) ^ ^ 

5. Child babbles to her/himself. ( ) ( ) ^ ) 

6. Child disturbs or disrupts the 

activities of others. ( ) ( ) ^ ' 

7. Child engages in stereotyped 
repetitive behavior, e.g. 
repeats the same response over 
and over in the same way such as 
pencil tapping, drumming fingers 

or playing with objects. ( ) ( ) ^ ' 

8. Child refuses to share. ( ) ( ) ' ' 

9. Child engages in silly, attention 
getting behavior, e.g. makes un- 
usual noises/gestures, imitates 

cartoon characters, etc. ( ) ( ' ^ ' 

10. Child lies. ( ) ^ ^ ^ * 

H. Child is verbally aggressive with 

others, e.g. teases, taunts, engages 

in name calling. ( ) ^ ' ^ ' 

12. Child manipulates other children 
and/ or situations in order to 

get his/her own way. ( ) v ) ^ ' 

13. Child refuses to obey teacher 

imposed classroom rules. ( ) ( ) ^ ' 

14. Child uses obscene language. ( ) ( ) ^ ' 

15. Child pouts or sulks. ( ) ( ) ^ ' 
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Unacceptable TQlgrat^Cl Agggpta^?!? 

IC. Child Ignores teacher warnings 

or reprimands. ( ) ( ) ( ) 

17. Child is physically aggressive 
with others, e.g. hits, bites, 

choices, holds. ( ) ( ) ( ) 

18. Child cheats, e.g. copies work 

from others. ( ) ( ) ( ) 

19. Child bttcones visibly upset or 
angry when things do not go hor/ 

his way. ( ) ( ) ( ) 

20. Child talks out of turn. ( ) ( ) ( ) 

21. Child ignores the social ini- 
tiations (overtures, advances, 

etc.) of other children. ( ) ( ) ( ) 

22. Child damages others' property, 
e.g. academic materials, per- 
sonal possessions, etc. ( ) ( ) ( ) 

23. Child asks irrelevant questions, 
e.g. questions serve no functional 

purpose and are not task related. ( ) ( ) ( ) 

24. Child reacts with defiance to 

instructions or commands. ( ) ( ) ( ) 

25. Child steals. ( ) ( ) ( ) 

26. Child does not follow specified 
rules of games and/ or class 

activities. ( ) ( ) ( ) 

27. Child obeys only when threatened 

with punishment. ( ) ( ) ( ) 

28. Child refuses to play in games 

with other children. ( ) ( ) ( ) 

29. Child behaves inappropriately 

in class when corrected, e.g. shouts 

back, defies the teacher, etCo ( ) ( ) ( ) 

30. Child forces the submission of 
peers by being dominant, bossy 

and/ or overbearing. ( ) ( ) ( } 
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Unacceptable Tolerated Acceptable 

31. Child starts activities but 

does not finish them. ( ) ( ) ( ) 

32. Child argues and must have 
the last word in verbal 
exchanges with peers and/ 

or teacher. ( ) ( ) ( ) 

33. Child appears to be unmoti- 
vated, e.g. not interested 

in school work. ( ) ( ) ( ) 

34. Child makes lewd or obscene 

gestures. ( ) ( ) ( ) 

35. Child displays high levels of 
dependence, e.g. needs exces- 
sive amounts of assistance, 
feedback and/ or supervision 

to complete simple tasks. ( ) ( ) ( ) 

36. Child does not respond when 

called upon. ( ) ( ) ( ) 

37. Child creates a disturbance 
during class activities, e.g. 
is excessively noisy, bothers 
other students, is out of 

seat, etc. ( ) ( ) ( ) 

38. Child is overly affectionate 
with other children and/ or 
adults, e.g. touching, hugging, 

kissing. ( ) ( ) ( ) 

39. Child is excessively demanding, 
e.g. demands too much indivi- 
dual attention. ( ) ( ) ( ) 

40. Child is inexcusably late for 
the beginning of class acti- 
vities. ( ) ( ) ( ) 

41. Child is seriously withdrawn, 
e.g. whenever possible avoids 
social contact with other 

children and/or adults. ( ) ( ) ( ) 



ERIC 



42, Child intarrupts the taacher 




when the teacher is engaged 
in a presentation or activity. 



43. Child engages in inappropriate 

sexual behavior, e.g. mastur- 
bates, exposes self, etc. 

44. Child is self abusive, e.g. 
biting, cutting or bruising 
self, head banging, etc. 

45. Child wants to participate in 

playground activity in progress 
but is afraid to ask to join. 

46. Child does not share toys and 

equipment in a play situation. 

47. Child does not follow and/or 

give into necessary rules of 
games and class activities. 

48. Child does not correct mistakes 
when teacher indicates there are 
errors . 

m 

49. Child does not ask permission 
to use others' property. 

50. Child's remarks or questions 

are irrelevant to classroom 
discussions. 

51. Child reacts negatively to 

assigned school work, e.g. 
complains, sulks, refuses to 
start task. 



IZnagggpta^l^ Tolerated Acceptable 
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Occupational Therapy Education 
The University of Kansas Mcniirai 
Kansas City, Kansas 1090 



OCCUPATIONAL THERAPY Name: 
5TUDENT EVALUATION OF FIELDWORK EXPERIENCE 

PART I: IDENTIFYING INFORMATION 
NAME AND ADDRESS OF FACILITY: 



DATES OF ASSIGNMENT: from ^ 

Full tlaw 
First 



ORDER OF FIELDWORK: 
TYPE OF FIELDWORK: 



Second 



To 

Part tliiM 
Third 



Fourth 



AGE GROUPS TREATED: (Indlcatt 'cha approxlmata numfaar of patlants 
traatad In aach grouping) 

0 - 3 yrs . 3 - 6 yrs , 6-12 yrs , 12 - 19 yrs , 

20 - 40 yrs , 41 - 60 yrs , 61 - 80 yrs , 81 and abova 

PART II: STRUCTURE OF FIELDWORK EXPERIENCE 

A. STUDENT ORIENTATION 

1. Indlcata your vlaw of tha orlantttlon provldad by chacking "yas" (Y) or 
"no" (N) regarding tha following factors. 
ADEQ « Orientation was ADEQUATE In content. 
ORG s Orientation was ORGANIZED In approach. 
TIME » Orientation was TIMELY In presentation. 





AfiE 


A 1 


ORG ; 
Y _N_! 


tiMt 1 

__Y ^N.; 


a. A?i>i(omhfi fNfl^6dU(^t6N^ 








h. ^HYitCAL PAtiLinii i 


1 1 






1 1 

1 1 


c. OR) 








— H 1 






1 1 

1 i 


d. PA( 


EH 






i 








1 t 

— 1 — I- 


a, FA( 


511 


iiayi»T:(j:T^Vi:u:igjn(i 














f . OCCUPATIONAL THERAPY SERVICES ! 












1 


g. - o^t>ARtMe^ fkMHW Pti^m \ 














h. POLldteS lUftS^EbUftK ! 




























j. Ft£Lbw6Ak OijleTfVei ANb 

REQUIREMENTS 














k. StUD^NAu^fttVISlOii 














1 . ANCILLARY SERVICES 














COMMUNttV ^AtilLlTt^S 














n. SA^etY M tMtftG^NCY I^ROCEDURES 














0. OTHER specify 















Note any changes you would racownand for orientation to this fialdwork 
setting: 
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imiTTEN AND/OR ORAL ASSIGNMENTS 



•Indicate tht. nuiibcr of wr1tt«n and oral assignments that you did. 
-Indlcata their value to your learning experience by circling the 

appropriate nuaber, #1 being the least valuable and #5 being the 

nost valuable. 



NUMBER I NUM3ER 
MRIHEN [ ORAL 


£6ti(^tldNAL Valu^ ! 

Least Most ! 


a. PATTBff I 


VALUATIMS > 








1 M Mi 


cl CASE STUDY 1 




d. PROGRESS 


MOTES 1 




2 3 4 S 


e. PAPER 1 




[ 1 ^ 4 « ! 


PRESENTATIONS I 


it 3 4 S 1 


g. TEAM MEET 
PRESEM 


m 1 

TATIONS 1 




h. dtaEA: Specify i 
1. i 


1 2 3 4 5 1 


2. i 


I z i "4 5 1 



2. Note any changes you »<ou1d reconMnd for student assignments according 
to their educational value for you. 



C. PATIENTS OR CLIENTS 

1, List the specific diagnoses treated and the nunber of patients you 
treated with each listed diagnosis. (Please do not abbreviate.) 



5I^sis/ i 

CONDITION 1 


, TOTAL # ; 
TREATED ! 


i 6tA(^itsy 

1 CONDITION 


TOTAL # 
TREATED 


a. ! 




!f. 




b. 




io. 




c. 




!h. 




d. 




!1. 




e. 









2. List the specific evaluation or assessment tools that you used in 
assessing patients. (Please do nut abbreviate.) 



3. Mere you responsible for treatment groups? Yes No If yes, 

list the type of treatment groups, frequencv of group treatmenFi 
vrtiether you were leader (L) or co-leader (C), and the number (!) of 
patients In the groups. 

GROUP FREQUENCY L/C # Group FREQUENCY L/C I 



4. Primary treiitment approaches utilized: 



PART III: SUPERVISION 
Name/s and title/s of Supervlsor/s 



A. Frequency of supervisory meetings formal and informal: 



B. For each item circle the number that was characteristic of your supervisor 
and the type of supervision received. (Code for different supervisors). 



ITEM 

1 PRESENTED CLEAR EXPLANATIONS AND EXPECTATIONS 

2 REVIEWED WRITTEN WORK IN A TIMELY MANNER 

3 ACCOMODATED TO STUDENT'S INDIVIDUAL NEEDS 

4 ADJUSTED WORK LOAD TO FACILITATE STUDENT'S 

PROFESSIONAL GROWTH 

5 PROVIDED SUPERVISION AS NEEDED 

6 PROVIDED FEEDBACK IN A TIMELY MANNER 

7 PROVIDED FEEDBACK ON STUDENT'S STRENGTHS 

8 PROVIDED CONSTRUCTIVE FEEDBACK ON STUDENT'S WEAKNESSES 

3 GAVE SUGGESTIONS ON METHODS TO IMPROVE SKILLS OR • • . 
PERFORMANCE 

10 FACILITATED STUDENT'S PROBLEM SOLVING SKILLS 

U ENCOURAGED SELF-DIRECTED LEARNING AS APPROPRIATE . • • 

12 Cf^CCUnAQZD STUOEVT TO PWVIDE FEEDBACK TO SUPERVISORS • 

13 SEEMED APPROACHABLE & INTERESTED IN STUDEHTS • . . . 

14 SHOWED OBJECTIVITY & FAIRNESS WITH STUDENTS 

15 PROVIDED A POSITIVE ROLE-MODEL OF PROFESSIONAL BEHAVIOR 
"6 MADE ME FEEL COMFORTABLE & PART OF DEPARTMENT 



RARELY CONSISTENTLY 



2 
2 
2 
2 

2 
2 
2 
2 
2 

2 
2 
2 
2 

2 
2 

2 



3 
3 
3 
3 

3 
3 
3 

3 
% 

3 
3 

3 
3 

3 
3 

3 



4 
4 
4 
4 

4 
4 
A 

4 
4 

4 

4 

4 

4 
4 



5 
5 
5 
5 

5 
5 
5 
5 
5 

5 
5 

5 
5 

5 
5 

5 



C Note any recomnendatlons that you have that Mould Improve the student 
supervision and guidance. 



Part IV: PROFESSIONAL RELATIONSHIPS 

A For each Item circle the number that seems descriptive of your 
experiences, #1 being rarely and #5 being consistently. 

ITEM " RARELY CONSISTENTLY 



1 




. 1 


2 


3 


4 


5 


2 


YOU INTERACTED WITH OTHER DISCIPLINES IN PLANNING. . 
PATIENT TREATMENT 


. 1 


2 


3 


4 


5 


3 


APPROPRIATE THERAPEUTIC RELATIONSHIPS MODELED. . . . 
FOR YOU BY OCCUPATIONAL THERAPY STAFF 


. 1 


2 


3 


4 


5 


4 


INFORMED OF ADDITIONAL EDUCATIONAL OPPORTUNITIES . . 
AVAILABLE AT FACILITY OR IN THE COMMUNITY 


. 1 


2 


3 


4 


5 


5 


YOU TOOK ADVANTAGE OF THE ADDITIONAL EDUCATIONAL . . 
OPPORTUNITIES 


. 1 


2 


3 


4 


5 


6 


PROVIDED WITH OPPORTUNITY TO EXPAND 

INTERDISCIPLINARY KNOWLEDGE 


. 1 


2 


3 


4 


5 


7 


PROVIDED WITH OPPORTUNITY TO NETWORK WITH OTHER . . 
HEALTH PROFESSIONALS 


. 1 


2 


3 


4 


5 • 


8 


PROVIDED WITH OPPORTUNITY TO NETWORK WITH . . . . . 
RELATED AGENCIES 


. 1 


2 


3 


4 


5 


9 


PROVIDED WITH OPPORTUNITY TO EXPAND KNOWLEDGE . . . 


. 1 


2 


3 


4 


5 



OF COMMUNITY RESOURCES 

B If applicable, what other students were doing fleldwork during your 
placement, and how did this affect your learning experiences? 



C Would you recorr^nd this center as a student fleldwork experience? 
Yes No Why?_ 



PART V: HOUSING, ECT. 

Please comnent on availability of housing and other pertinent information for students 
who win be moving to the area. 



Part V: Academic Preparation - University of Kansas 



Name of Fieldwork Cantsr: 
Type of Fieldwork: 



Order of Fieldwork Experience: 



1st, 



2nd, 



3rd 



Please rate each group of the following content areas as to the adequacy of 
preparation you received for this fieldwork according to the follo'ving 
scale: 



1 

Poor 



2 

Fair 



-4 

Good 



Excellent 



Preparation: Poor Fair Adequate 

Also rate each acfliifi of conter^t^ a reas according to the degree of utiliza- 
tion or application at this fieldwork based on the following scale 



Utilization : 

RATING FOR 
PREP/UTIL 



Rarely Occasionally Frequently Consistently 



Please make specific 
comment^ On *ach section 



1 1 

1 ' 


Theorv 

Normal Growth & Development (OT205, OT2 55) 
Generic OT Theories (OT 201) 
Frames of Reference (OT301, 0T3S1, 0T365, 
OT 411, OT 421) 






Science 

Human Anatomy (Anat 388) 
Neuroanatomy (OT 34 5) 
Kinesiology (OT 335) 
NeuroDhvsioloav ^Pslo iqai 


- 


i 


Abnormal Conditions 

Orientation to the Medical Setting (OT'll) 
Psychiatric Conditions (OT 3150) 
cxinicai condxtions (OT 375) 
Developmental Disabilitie«5 (OT 365) 






Documentation 






Activity Analysis 




1 ) 


Therapist Practice Skills/ADolication 




Generic skilis-observing, interviewing, 
analyzinrj activities, loading groups, 

^tcachiiKi, etc^ i9*^A^h OT203, OT213, OT25G) 

Applying skills to 'normal popuTations, e,g. 
administering standardized assessments 

^(OT 205^ oy J52,_OT_255^0^ 13^ . 

Applying skills to normal populations, e.g. 
adapting activities, transfers, splinting 
(OT 301, OT 303, OT 351) 

Selecting and applying specific evaluation 
and treatment procedures to abnormal condi- 
tions (OT3G5, 0T411, OT413, OT421, OT423) 


' I 
1 I 
1 f 
I 


Professional Commitment 

'Professional Ethicc & PehcWior (OT201, OT353 ) 
\Ar\^qo\\\nnt (OT 4 2 5) 

lesoarch fOT 44 0, OT 353, OT 4 4 5) 





any 
Mori j.c 
l'oi;ni 



information m^\y ho utilized for Program Evaluation. Please 
general recommendations for changes in the Kansas 
nl Center Occupational Therapy Curriculum to 
A I IljI: of: couj r;.e l:it:]o:: and nuTnbor:> 

or you/; r'O I'eroncr^ . 



add 

University 

t.hci bc-nck of thif. 



Additional Comments: 



KANSAS UNIVERSITY MEDICAL CENTER 

OCCUPATIONAL THERAPY EDUCATION (ACADEMIC PROGRAM) 



Semester 1 0..T. 
Fall . 



Semester 2 O.T. 
Spring 



Semester 3 O.T. 
Fall 



Semester 4 O.T. 
Spring 



OT 201 

Con. & Skills 



OT 203 

FW I: Early Dev. 
OT 205 

Dev. Life Tasks I 



ANAT 388 
Anatomy 

OT 211 

Orient, to Medical 
Setting 

OT 213 
Woodworking 



OT 253 

FW I: Adult 
Adaptation 

OT 255 

Dev. Life Tasks II 
OT 301 

Con. & Skills III • 



OT 345 
Neurology 

OT 350 

Clinical Psych. 

OT 335 
Kinesiology 



OT 351 

Theory & Practice 



OT 353 

Prof. Dev. Sem. 
OT 375 

Clin. Conditions 



PSLG 398 
Neurophys , 

OT 303 

FW I: Adapted 
Occupation 

OT 256 

Activity Analysis 

OT 440 
Research 



2 



OT 411 

Psychosoc. Dysfunction: 
Theory & Practice 

OT 413 ' 

FW I: Psychosoc Dys. 
OT 421 

Physical Dysf . : 
Theory & Practice 

OT 423 

FW I: Phy. Dysf. 
OT 435 

Service Mgmt and Prof. 
Trends 

OT 445 

Advanced Topics 
OT 365 

Developmental Dis. 2»>'' 
11/89 
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Note any changes you would recommend to the university program. 



Student's Signature date 



Supervisor's Signature date 

Gretchen M. Schmalz. Ed.D.. OTR 5686S/6 
Ted James, MA. OTR 10/88 
Caroline Poniard. MA. OTR 

Kimberly A. Vogel . Ed. D., OTR * 
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Fieldwork Performance Report 



Copyright 1987 by the American Occupational Therapy 
Association. 




Occupational Therapy Education 

The University of Kansas Medical ( ent» r 

Kansas City, Kansas 1990 
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THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC. 
RELOWORK EVALUATION FOR THE OCCUPATIONAL THERAPIST 



Ms./Mr 

Sodal Security r4umber: 
College or University: 



(Last) 



(First) 



(MkMte) 



(Maiden) 



Facility name and address: Name . 



Address. 



City. 



State . 



Type of FieWwortc 



Dates of placement: From . 



19. 



.:To 



NumtMT of weelts or hours completed: 



Zip. 



19- 



Sult>-Scores 

Assessment (A) 

Planning (B) 

Treatment (C) 

ProtJiem solving (D) 

Administration/ 
Professionalism (E) 

. TOTAL 



Performance 



Sum of A*E 



RATING SUMMARY 



Judgment 



Sum of 1*51 



Attiluto 




Sum of 1-51 



Comments: 



I have read this report Signature of Rater 



Signa^Jre of Student Position • 

Number of persons contributing to this 



Q Date report 



This instrument is a revision of the Field Work Psrformanoe Report (FWPR) and is produced by a oonimittee ot The 
American Occupationai Therapy Association. Inc.. In response to Resolution 584-82 of the Representative Assembly. 




DIRECTIONS FOR RATING: 

This instrument consists of a listing of tasits pertomwd by occupationai therapists. The purpose is to assess entry-level 
competence of the occupational therapy student in pra(4ice. It is to be used at the completion of a Level II fieldwork 
experience. Successful completion of fieldwork is a necessary prersquisite for iaMng the natk}nal certificatfon 
examinanon. 

The tasks are listed as "Items" and include a total of 51. Each item is rated on three different scales: Peilormance, 
Judgment, and Attitude. Definitfons of the scales are given at the top of each page. The rating scales shoukl be 
carafuHy studied pnor to using this instrnment. A rating must be made for each item and a value entered on the form 
where indk»ted. On those items with a corresponcfing blackened box no scois is needed. 



DIRECTIONS FOR SCORING: 

Scoring is to be completsd separately for the Perfonnance. Judgment, and Attitude scales. The scoring is a 5 point 
scahi with a range of 1 (poor) to 5 (exoeHent). Scores are arrived at by adding the indivkJuai ratings for each item and 
totaling each cohimn on each page. The page totals are recorded on the fMing Summary on page 1. The Performance 
scale contains sub-scores and a total score whHe the Judgment and Attitude scales have only total scores. (The small 
boxes for the Judgment and AtStude scaiea are for the convenience of the refer in computatkxi.) 

Th9 scores for Perfbrmance, Judgment, md Attitude eonstlMe the final ratings. No overaH total score is ca/cu/afed. 
Criterion score Is tfw recommended minimum passing score. 

Use of the instrument at mkfterm— see last pa^e. 



SCORES: 





Cftterion 
Scores 


Maximum 
Score Possible 


Performance 


12§ 


or higher 


230 


Judgment 


132 


or higher 


240 


Attitude 


146 


or higher 


255 



PERFORMANCE SUB-CATEGORY DEFINITIONS: 

A. AsMMinent: the process of obtaining, interpreting, and documenting the data necessary to make initial and 
subsequent treatment decisions. 

Br Planning: the identification of goals, and methods to achieve those goals, in initial and subsequent treatment, 

C. Treatment: the use of specific activities or methods which are employed to develop, maintain, improve, restore, or 

maximize function and compensate for dysfurxition. 

D. Problem Solving: ttie sicill and performar)ce of identifying and organi2ing solutions to difficulties. 

E. Adminiatratlon/Profeesionalism: sldlls and attitudes which allow the individual to participate in the occupational 

therapy fadlitv arxJ service. 

Sub-scores of Performance may be usecl to identify specific areas of strength or weaicness. The Judgment and Attitude 
categories present an overall rating. 
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Indlcily tw 0* quiHty 
wNh which Iht ttuctoni 
piffOfiM Ihf tMk* Do not 



which Ih^ tludifil pMfoinis 



1. Poor 

2. Fair 

3. Qocd 

4. ViryGood 

5. EwaMfit 



InclGMlv Iht miMt lo which 

I Of SMfwPtMfV 

iorMi~arhw 
pvTVOimvioa ov vw iwl 



1. Poor 

2. Fair 

3. Good 

4. Vaiy Good 

5. Excilartt 



AtiMuda 

Indlcaia tha dagrM to 
which ttia atudacit 



I durifiB ttia 
parformanoa of tht taaic. 
Do fiot oonaidar tha 
dually wl«i which lha 
atudanl parforms :ha 
tasi(. 

1. Poor 

2. Fair 

3. Good 

4. ViryGood 

5. ExcaHant 



ITEMS 



PERFORMANCE 



JUDGMENT 



ATTTTUDE 



1. Q^thara r^acaasary information bafora 
aaaaaaing tha patiant, 

2. Salacts ralavant araaa 10 assaas, 

3. Salacta tha corrad mathods to asaass 
tha ralavant araaa. 

4. OtTtaina compiata information from 
staff, family mambars, patiant, and 
raoords. 

5. Adminittan tha aaaaaamant 
prccaduraa aocordino to atandardizad 
or racommandad tactmiduaa* 

6. Adapta aMaaamant mathod whan usuaJ 
proMduras ara not practicai. 

7. intarprats aaaaaamant data accurataly. 

8. Raporta tha -Mutta of aasassmant and 
raasaaaamant(8) aocurataly and 
complataly, 

9. Raasaaaaaa tha patiant'a programs and 
pr o ya a a at raguiar intan^als. 

10. Estat}lishas rafavan; and attainabia 
short tarm goaia which rafiact tha 
asaassmant data. 

11. Documants and raports tha traatmant 
plan, 

12 Documants mnd raports traatmant. 



Sut^-Scora A 
(sum of 1-12) 



L 



CD 
CD 



CD 

CD 
CD 



CD 

CD 
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Rating Sca<»8 



Mtoaii Iht Icvtl of quality 
puffovHM ttNi ttttk* Oo not 



which th# ttudifit performs 



1. Poor 
Z Fair 

3. Good 

4. VwyOood 

5. Cicilint 



IncfcsMi the •xtoni to which 
the ttudMI ctomonalrttMt in 
urdtf ft l f tfnp oftht rpBoiKlt 
Mid {MMtosliofi tor Ms or her 
pertornwioo of the teek. 



t Poor 

2. Fair 

3. Good 

4. V^Qood 



AWtud a 

moicr uie oeQree lo 
which tsio student 



during the 
pertonranoe of the teeic* 
Do not ooneider the 
quefty wNh which the 
student pertonns the 



1. Poor 

2. F«ir 

3. Good 

4. Very Good 

5. Exceiient 



ITEMS 



PERFORMANCE 



13. EsiebNehea reievent wd attainebie iong 
term goals which reflect th^ 

14. Col lab orat e s wMh the patient in 



15. CoMaborates with other practitioners to 
esiablsh overeH goals for paSenu. 



16. ConWbutes 10 dis cuss ion s al case 
confstencee, rounds. inservioee« staff. 



17. E|tabBshes treatment priorities with 
patient* famMy, and significant ( 



lo. nsviews progress wan pauent» Tamnyi 
and signiflcsnt others at regular 
intervals. 

19. Orients and inetnids family, signiflciint 
others, and staff in activiiies which 
support ths treatment programs. 

20. Oevelopa and document s discharge 
and foNowHip programe in eooordsnce 
with patient's probable diecharge 

environment. 

21 . CoMatioratea with patleiitv familyi 
significant others, and staff to formulate 
discharge and foliow*up plans. 

22. Tsrmif^ates treatment wtien patient has 
received maximum l)enefit from* 
services. 



Sut>-Soore B 
(sum of 13^22) 



JUDGMENT 



L 



CD 




ATTITUDE 
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Rating Solts 



IndlcMlhtltwtiofqiMMy 
wWi wmcn in6 mown 
pwfOfiM lh# tttik. Do not 
ooniidif aMiucH wMh 

a^lI^^^ - * * — -# i-i - — I, ■ 

wrecn vw immwii pwiormt 



1. Poor 

2. Fak 

3. Good 

4. VtfyOood 

5. CxcvRtnt 



tht Mxltnl dwiKMlrfllM in 
un d i fi t i ndhTO of lha rallcMMto 
Mid JuMMMttofi tor his' Of hsf 
porfornwico of Iho Ink. 



1. Poor 

2. F«ir 

3. Qood 

4. V»ryQood 

5. Excstont 



Indcait ttw djQf— lo 



aWlMdiia durinp <h> 
piffonviinott of tfio tislc 
Do not owwMo f Iho 
qualty with wWch Iht 
mudifit portocmt tho 
tnk. 

1. Poor 

2. Faif 

3. r)oo« 

4. VoryOood 

5. ExpMont 



ITEMS 



PERFORMANCE 



JUDGMENT 



ATTITUDE 



23. Proporttthopaliontfor kiital^ 
ongoing trMtmont. 



24. Prwonts ftSMtamont purpoMS and 
prooaduTM lo patiant f arntty and 
•^gnUteam oihara in a mannar 
oontittant with !hair laval of 
undacstanding. 

25. Explains tna $tapa 0$ tha adMty at fha 
pattanrs laval of undarstanding. 

26. EstabSshas and maintains s ^iiarapautic 
raiatiorahip with lha patiant. 

27. Maknains astablishad traalmant piao. 

28. Craaias an arsvironmant which 
maximizas patlant's rasponsas. 

29. Adharas to traatmant pracautions and 
contraindteations. 

30. Rasponds to changas in lha patient's 
physical and emotionat rtatua during 
adnniniatration of lha assassmant 
procadufss- 

31. Intarvarm. whan nacasaary, at signs of 
fatigua or fnjstration, 

32. Usas praisa or othar rainforcars to aiictt 
das;rad t>ahavtor. 

33. Saif nacassary Hmits in rasponsa to 
ur)dasirabla physicai or sociiat t)ahavk)r. 



34. inoorporatas pravantion related 
activitias in traatmant. 



Sut>*Scora C 
(sum of 23-34) 



\Z3 



CD 



CD 



CD 
CD 
CD 

CD 
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Rating Scates 



IndlcM th9 lowl of quality 
iMth vvhich tht student 
parfontia tht task. Do not 
conakkir Iha attHuda wKh 
vvNch tha studant partorms 
thataik. 



1. Poor 

2. Fair 

3. Qood 

4. >AKyGood 
Excattant 



Judgment 

Indicate tha extant to which 
tha studant damonatrataa an 
undanMandkig of tha ratlonala 
and KitHl ca tlon fy Wa or her 
perfomiance of the task. 



1. Poor 

2. Fair 

3. Good 

4. VsryOood 

5. ExceHant 



Attitude 

Intftcala ths degree to 
which tha studant 



behavlofi and 
aMRudea during tha 
perforTnance of the task. 
Do not oonaWer the 
quatty wHh which the 
stuoer^ performs the 

1. Poor 

2. Fair 

3. Qood 

4. Vary Qood 

5. ExceHant 



ITEMS 



PERFORMANCE 



JUDGMENT 



AmrUDE 



35. Plans treatment baaed upon an 
accurate arMlyais of actMtiaa. 

36. Du ler mi nes the togteal saquetKes of 
treatment acttvMas to attain the 
aatablished goals. 

37. Satacts treatment actlvitias that 
demonatraia an understar>ding o' 
occupa!ionai therapy theory. 

38. Modifies goals as paiianrs condttk>n or 
reaponsa to treatment changea. 

39. Uaes purposeful nctiyttle^ to maximize 
patlenf pertormance. 

40. Uses a variety of puasible strategies for 
achieving treatment goals* 

41 . Adapts treatment actlviiies, wiien 
necessary, to reach desired goals. 

42. Demo nstra tes proMtm^soiying skills in 
patient treatment. 



Sub-Score D 
(sum of 35-42) 



[ZD 



e 
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RtlngSotos 



P#itei'ni>no< 

partoriM ttw iMk. Oo not 

v:4iUi th« 9tudtnt ptiformi 
thetMk. 



1. Poor 

2. Fair 

3. Good 

4. VwyOood 

5. BxoMm 



jiMiaw ma •xoini wmcn 
tha tludint docnontiraict m 
unow m wi^of ina mofWM 
and tu ll l kjtlo ii for hia or har 
partormanoa of tha taak. 



r Poor 

2. Fair 

3. Good 

4. Vary Good 

5. ExoaMnt 



AtBtuda 

ir^d te o i a lha daQcaa to 
wmon Ilia amoam 



aMNudaa during tfia 
parJormanoa of tha task. 
Do not conaidar ma 
qualty vvhich tha 
studant parforma tha 
taak. 

1. Poor 

2. Fair 

3. Good 

4. VafyOood 

5. Excallant 



ITEMS 



PERFORMANCE 



JUDGMENT 



ArmruoE 



43. Managas tkna affacllvaly. 

44. Adyusts prkxttias according lo lha 
naada of tha program, daparlmant, and 
othari. 

45. Compttd)* with tha lnstitutk)n'8 polidM 
and procaduraa. 

46. Partldpatas raaponatt)ly in tha 
suparviaory ralationahip. 

47. Adjusts to change and modifiaa own 
t>ahavior according to tha demands of 

tha fl»tu£tk>n. 

48. Assumes responsiUlity for professional 
behavior and growth. 

49. Oamonstrates an understanding of 
prof asslonai standards and code of 
ethics. 

50. Mainlains work area« equipment, and 
supplies m a manner oorxludve to 
efficiency and safety. 

51. Demonstrates an understanding of the 
implicatk)ns of treatment costs and 
financial support on occupatk)nai 
therapy services. 



Sul>-Score E 
(sum of 43-51) 



CZl 
CD 



CZJ 




I — I 



CD 



TOTAL SCORE 

Place total 
scores on 
front sheet. 



Sum of 
A-E 
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MIDTERM USE 



This portion of th« document was written after the RokfwofK Evafcjation had been approved by the Commission on 
Education and the fRepreeentatfve Assetnbiy in April 1986. It is presented in response to the many concerns about 
evaluating students at midterm, it wiH be voted on at a later date. 

The Reidwortc Evaluation for the Occupational Therapist Is an assessment tool for evaluate student cxxnpetsnce at the 
completion of each Ljavel II fietdworit experience. It m«y alao be used at midterm to assess the student's progress on all 
three scales with the tasits listed in the evaluation. When used at midterm, the recommended ratings for each of the 51 
tasics are as foHows: 



Satisfactory Plus(S+) 
Satisfactory (S) 
Unsatisfactory (U) ^ 

A rating of Not Observed (MO) may be used at midterm if the task is one to wtiich the student will not be exposed until 
the second half of the affiliation. When NO is used, tasic expectations for the end point behavior need to be identified. 

it Is heipfui for students to assess thsir progress independently. This provides an opportunity for seif-evaluitfion and for. 
identification of the oongnjence or toxxNignienoe of student and supervisor perceptions of competence. Therefore, the 
student and supervisor sfKMid oon^^ete evaluation forms prior to the midterm review session. 

During the midtemt review process, the student and supervieor should collaboratively develop a plan wt^ would 
enable the student to achieve entry level competence by the end of the fleldworit experience. This plan should Include 
spedfie ot)iectives and enabling activities to be used by the student and supen/tsor in order to achieve the cott^enca 
desired. 

If. at any point In the fieldwori( experience, a student exhibits unsatisfactoiy behavior In a sut>stantial number of tasks 
and/or if the shident's potential for achieving entry level competence by the end of the affiliation is in questkMi, the 
supen/isor must contact tho Fiekiworit Coordinator to discuss actkxi. 



January 1987 



Copyright 1987 by the American Occupational Therapy Association 
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THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, -INC. 



STUDENT EVALUATION OF FIELD WORK EXPERIENCE 

This form is important feedback for your field work experience supervisor, 
your faculty and other students at your school. The feedback provides information 
to change and/or commend the field work and academic programs. Please make concrete 
suggestions. 

Part I. IDENTIFYING INFORMATION 
1. Name and address of facility ^ 



2. Dates of assignmetCt: From To 

Full-time Part-time 

3. Order of field work (circle): First Second Third Fourth 

4. Type of field work (circle one or more): 

Physical Disability Psychosocial Disability General Medicine and Surgery 
Pediatrics Adolescent Adult Geriatrics Day Care Center School 
Community Agency In-Patient Acute Convalescent Chronic 
Other 

5. Type of experience (circle): Prevention Remediation Health Maintenance 
Daily Life Tasks Vocational Adjustment 

6. Living accommodations: (include type, cost, lease, location, condition) 
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Part II. STRUCTURE OF OCCUPATIONAL THERAPY PROGRAM 



Oriencatlon 

!• Pleasa use one of the following letters to descrlbe^how you were 
oriented to the following aspects of the program: 

a. oriencatlon was provided » well organized and planned , , 

b« orientation was provided, but disorganised 

c. orientation was provided » but too late 

d. orientation was not provided 

Physical facilities at center 

Organization and administration of the facility 

Occupational therapy services offered at the center 

Treatment orientation and method of approach of Occupational 

Therapy Department 

Philosophy of facility 

Behavioral objectives of field work established by supervisor and 
student 

Format of Supervision 

Occupational Therapy Department Records 

Orientation to ocher departments; library 

Orientation to facilities in the community 

Emergency procedures 



2. State what you would add» change, or delete from the orientation phase 
either in content or timing. 



Written and Oral Assignments 

1« Indicate the type and atnount of written and/or oral work required. 

List those individuals present for oral reports. 

Written Oral Those Present 

Patient evaluations 

Treatment plans I 

Case study — 

Progress notes 

Note book 

Paper - 

Other 



2, What specific changes would you make in the amount or format of these 
assignments according to their value to your learning experience? 
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C. Pacl'^nts/ Clients 

1. Describe the patient/client population for whom you were responsible. 
State diagnostic categories and number of clients 11 applicable* 



2. For what kinds of groups were you responsible? How many patients/clients 
were in each group? 



3* List the types of evaluations and/or tests you used in assessing 
patients/clients . 



Part III. SUPERVISION 




1. Was there a(n): (check one or more) 

on site OTR supervisor 

faculty member supervisor 

OTR supervisor in the community 

other (teachers, social workers, etc.) 

2. State the frequency of supervision meetings. Was this sufficient? 



B. Guidance 



What method was used to review written and oral work, patient/client 
interaction and treatment? Who determined this method? 
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Guidance (continued) 

2. Did you receive, from your supervisor, an evaluation of your strengths 
«nd weaknesses as a therapist? Did you receive specific suggestions to 
improve your skills as a therapist? Please explain. 



3. Was the •'mount of responsibility that you were given for patient/client 
care at ; * "d to your professional growth? By the end of your field work 
experieii- 'Id you feel your workload was comparable to a beginning 
staff thei. ..ist? Explain. 



4. Did you participate in supervising others? 



Rec onraenda t ions 

1. Could you suggest any alternative and/or additional methods to improve 
the supervision and guidance? 



Part IV. PROFESSIONAL RELATIONSHIPS 
1. Was there an interdisciplinary approach toward patient/client care? 



Part IV. PROFESSIONAL RELATIONSHIPS (Continued) 



How did this affect conmunlcatlon channels between be cupac tonal cherapy 
and other disciplines? 



How did this affect the treatmenc of patients? 



2. Did you plan or conduct treatment for the patient/client with other 
professloi^als? If so 9 please list the other professionals. 



3. Which professionals were role models for you In patient-therapist relation- 
ships? 



4. List the schools and academic levels of students present during your field 
work experience. 




5. Conment on how the presence of other students affected your field work. 



Part V. ACADEMIC PREPARATION 

1, In what way did your occupational therapy theory courses prepare you for 
this field work experience. List each course separately and give specific 
reasons. (Were any O.T. courses not beneficial?) 



What additional information did you need? 
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In what way did your basic science cour$«s prepare you for this field work 
experience? List each course separately and give specific reasons. (Were 
any O.T. courses noc beneficial?) 



What additional information did you need? 

Did you find correlation between theories and concepts learned at school and 
their practical application at this center? Give examples of this type of 
correlation. 

Part VI. SUMMARY 

Were you made aware of the opportunities available in the field work 
experience? 

Did you take advantage cf these opportunities? 

Apart from the responsibilities specifically assigned to you, did you take 
any initiative to Increase your learning experiences? Please explain. 

In summary, what reconanended changes would you make in the field work program 

In summary, what recommended changes would you make in the University program 

Would you recommend this center as a student field work experience? Why? 
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Part VII. ADDITIONAL COMMENTS 



Plea«e feel free to add any further connents, descriptions or Information concern- 
ing your field work at this center. (Please use another sheet If needed for your 
covnents . > 



(Signature of Student) 



(Signature of Supervisor) 



(College or University) 



(Date) 



COUNCIL ON EDUCATION ANNUAL MEETING 
OCTOBER, 1975 
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Managing Occupational therapy in Rural Education 



APPENDIX 10 

Teacher Climate Control Questionnaire 




From Kaufman, M., Agard, J. & Semmel, M. (1985). 
Mainstreaming: Learners a nd Their Environment Cambridge, 
MA: Brookline Books. Used with permission. 



Appendices 



Occupational ThtTapv l:ilu ,ifi. ,r; 

The University ot Kansa'-- Mt\li(\il * r; t- 

Kansas City, Ka^^as ly^'li 




TEACHER CLIMATE CONTROL QUESTIONNAIRE 

Factors and Il^ /ns 
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2 


3 


4 


5 
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S Factor 11: Ff iaton 



Strongly disagree 
disagree 
neutral 
agree 

strongly agree 



Factor 1: Cooocration/Pivcrsiricatioii 

In my clar>. tha cNklren me to woric togethar on a$aignmefi;9 and projocts. 
Tha childran in my class htUp ma maka plans for tha day 
m my daaa I usa many Mxary booHa ukI rafarar.ca nrwiadais in mxxntkjo to 
taxttxiolca. 

StudantaaiaanfsouragadloaxpHxanawactlvitoa tndepandenily. 
Tha chklran In my classroom ha/a pemitoton to move the» saals 

togalhar mAo groups in ordar ID wofli togilhar. 
Ch^jrantrytohalpaachomarwtt>thalrwofli. 
Studarla aia rsQulrad lo tail thak hypoifiaaaa wlih axparlmants. 
Tilt daaa aott v tlir OM tf ctaataa In riar n ifMii m 
Tha claaa laamk^ maiadais Inohida lota cf mstacM 
My class program Inslijdaa usa of tha nalghborhood raaoyrcas. 
Tha data laainlng maiarM Includa maMala davalopM 

thachMraa 
Wa hava a lot of ftjn m my daaa. 

I OLcaalonaiy slow tha chidran Sn my dass to managa thamsdvas. 
ChNdran uaa "tnokr wrttan by thair dastmatas as part of thdr raading 

and rsfaranca maiarlala. 
Moat mambart of tha dass aran*k Iniaraalad In what tho daaa doaa. 
l\m chlMran look ai and dlsctisa aach othar's wofk. 
ChNdran arapamMad to usa moat maiarWa In tha daaa wtihoui asking 

pat mission. 

Moat studanta cooparaia rathar thm compata wih ona another. 
Dadakxia affaaing tha dass land io t)a mada damocraik:alty 



Soma cNklran in my room doni Nka tha olhar diiMren In tha room. 
Cartain studants Imposa thak wMiaa on ttia whda dass, 
Thara la constant bk:karkig and nghtkig amonp tha chlklr an \n my class. 
TViara ara soma chlklren who ara Mi happy m my dass. 
Tha work of the ctes Is frequar^ty knerrupted whan soma studants have 
nolhk>gto do. 

Thara are perkxto of conrusk>n whw the class changes from ona actfvity 
to another. 

Most of the cf)Mdren In my room do r jf ;xx)perate waW with each other. 
There are a few chiklren with whom I seem to have more casual communi- 
catkxis. 

Soma dass members feel rushed to fkiish thek work. 
Ceftain students work only with thek ck)sa frierids. 
In my class I have a few favorite diiklren who are granted special privl- 
legas. 

Carlaki chikkan ki my dass pat thek own way. 
The chikkan en)oy the dass activHIes 
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3 


4 


5 
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Factor III; Ririditv/Control 

I ask thai tha cMdran not talk when they ara supijosad to be working. 
ChNdwi ara not auppoaad to move about tha room without MSkkig 
pamilaiion. 

I make sure diHdran use materials on}y as kistructed. 
I base my kistrudlona on curricukim gddes or the textbooks for the grade 
lavditaadi 

T?ia chMran ki rny daaa ask parmlaaton before dokiQ thkigs Nka 

kig ttiair panels, 
t plan and adiadulB al tha chNdran'tt actMNas through tha day. 
Tha ktsmjctkml groupa formed k> tha fan ara aaktom changed. 
Only tha good aludania are givan extra protects. 

Factor IV: ImiivfcluaUzation 

I maka daaaroom work aaalgnmanis tNisad on aach IndMdual cNkf s 



I often apand axua tkna wkh children who have kidMdual laamkig prob- 
lems, 

I spend ksts of tkne aach day working on scad vtrHc subjects with kidivk^ual 
dilkSran. 

Alchldranarae xp actadtodotf^same a aalonmarka. 

Many differanA pro|act8 and actMilaa go on ki my daas akTM 

I requkaaNtfvadiNclran to take ttieaamataats over tha matariai presented 

to tha whole daaa. 
I keep racorda on aach chikfa day-to^lay aducalksnd adlvitas for use ki 

avstuabng his or hsr devak>pmanL 
Chikkan work dkactly wkh manlpUMv i matariala. 
Tha daaa adMkw ate well organizad and afndant 
Whan ChNdran fk4sh thek dass a s signmen ts , thay know what to do next . 
Tfie claas haa plerly of tkne to cover thk assi gnad err • '^jnt of work. 
The chikken ki my dass have some free tkne during the day . 
WitNn the classroon). there is a wkle enough cUvarsity of books to meet 

each chikJ*s needs and kiterasts. 

Factor V: Di fficulty 

Most students ki the class fkxJ the wofk hard to do. 
The class has diff k:uky keepkig up with the assigned curriculum. 
Many chikkan ki tha class do not underf^imd what work assignments they 
shcukJ btf doing 

Wt>en the chiklren start a new assignment, they are often contused. 
Most d thi? chiklren can do thek work without help. 
AH the students know how to do the work assignad ki my class. 
Most ch^kken are deeply iin^olved ki what they are dok>g throughout t^o 
day. 
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Taken from: Mainsti earning: Lctuncrs and Their Environmen t. M. Kaufman, J.A., 
Agard & M.l. Scmmel, Brooklinc Btxiks, Cambridge, MA 1985. 
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Managing Occupational therapy in Rural Education 



APPENDIX 1 1 



Teacher Educational Attitude Questionnaire 
Parent Educational Attitude Questionaire 



From Kaufman, M., Agard, J. & Semmel, M. (1985). 
Mainstreaming: Timers and Their Environment Cambridge, 
MA: Brookllne Books. Used with permission. 



• 



Occupational riuTapv I vluv i, 
. The Universitv of Kansas M < 

Q Kansas Citv, Kansas 

ERIC 



TEACHER EDUCATIONAL ATTITUDE QUESTIONNAIRE 

Scales and Items 
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Scale I: Traditional Authority 

The srratN gains In toarrKng which rrauR from al tf>e educatkxiai Innova- 
tions ttwil mAy worth aH the trouble wA wpmm of mdcing th« 
changes. 

TTie puMG achool to sacrtllcing too rnuch of our cufti^ 

praoccupaUon witfi Ite acfuatnrieni arxJ group 
I ciMika having to change my ciaes plan In tha miM 
Subject nralter and aMIto aro umcuR 10 taach« 

currtcufcjm rruat take precedence ever the childran'e axpe^^ 
PutMc schode ehould t)eoo(ne mora Involved In Implementing Innovative 

practices in education, 
it is frequently necessafy for a teacher !o demonetrale her authority. 
Schooto of today are neglecting the baeic academic subt^^ 
A chHd shouldnl teH a teacher that she's wrong even ff ehe la. 
I do not e:^ having to adapt myseV to new and unusual situaHons thai 

occur In the daseroom. 
One of the big dllftcuWee wim echoota today la that discipllna is o^ 

sacrificed for the aake of freedom. 
A child who doeeni show reepect fdr hto teacher woni learn much frcm 

her. 

The reason that meet innovations are dropped Is that when the newness 

wears off, the old ways are found to be the t)est after aN. 
It may be ahight to have parents visit ttie class once In a whHe, but tt 

interferes with the teacher's wori< just the same. 
What is needed in the ciaasroom to a revival of respect for the teacher. 
Good relations ir^h parettts rnay be iniportiM, but dtocua^ 

children's wortc with them to generally Ineffective. 
Teachers should exercise more authority over their students tlian they to. 
Educational authorities have t>9en negligent in allowing new materiato and 

methoris to interfere with the success of iraditionai approaches. 



1 = strongly disagree 

2 = disagree 

3 - ncufral 

4 = agree 

5 = strongly agree 
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0% 
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5 



















































































Scale II: Professional Satisfaction 

As far M I KrKMv, thtt otner toschere think I am a good teacner. 
Th«! stress an6 strain reauHmg from teaching makes teaching urx^esirable 
form*. 

Tiiachtng gim im a grM dMi of paraofMi aaUafactkxi. 
I am at • diMdvaniiiQt profMskxnlly bscdustt o0i«r teachm 

prsparad 10 laach than i am. 
Taacl*HI •"•bias mo to makt my graatwt (XiT'trltjution to soc^ 
I lovatotMoh. 

i fad tuoataful in my prasent poaMon as a taachsr. 

Aa a taachar. I think i am aa compatanl as moat othar taachers. 

Scale 111: Teacher Cohtetiveiicss 

Exparlanoad faciAy mambaii ara supportive and helpful toward naw and 

younger m s m b ai a in my achoot 
Tha taachara « this achool ahara aducalfcjnai kjaas and techniquaa with 

aach othar. 

TTw taachara at this school doni aaam to be at)to to work wail together. 
Thataach«r9 in our school cooperate with each other to improve aduca- 
iton Instruction In the school. 
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Taken from: Mainstreaming: Learners and Their Environment. M. 
Kaufman, J.A. Agard & M.I Semmel. Brookline Books, Cambridge, 
MA 1985. 



■ ..... •• • ' .. V::-..:. .-'.^ 

• • • 

PARENT EDUCATIONAL ATTITUDE QUESTIONNAIRE 

Scales and Items 
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Scale I: Traditional Authority 

The snui gakis In learning whteh resutt from e!! tho edix^ 
tions areni really worth afl the trouble and expense of makirig tho 
changea. 

The public school is sacrificing loo rnuch of our ojRura^ 

preoocupabon with Wa sdluatnisni and group Ivlng. 
My chNtfs teacher appeara to cJMiks chariging dasB plans In ttw rnicMIe of 

an undertaking. 

SutJiect matter and sidlis are dMicuR to teach, therefore, the content ol the 

curhcuhim must take precedence over the chldren's flxperiencea. 
PubNc achoola shoukl t)ecome more involved In implementing Inrwvatlve 

practioaa in education. 
It la frequently necessary for a teacher to den>on8trale her authority. 
Schooia of today are neglecting the baste academte auiiiects. 
A chNd shouWnl teN a teacher thai she's wrong oven V she Is. 
My chikfs teacher does not appear to an)oy having to adapt to new and 

unusual aKualkxia that occur in ths dsssroom. 
One of the big dWicuilies wkh schools today is that dlsdpiine is often 

sacrWced for the sake of freedom. 
A chiM who doesnl ahow respect for his teacher woni learn rrtuch from 

her. 

The reason that most InnovaUons are dropped is thai when the newness 

wears off, the ok} ways era found to be the best after aN. 
It may be ahight to have parents visit the class once In a while, but it 

interferea with the teacfwr's work Hist the same. 
What is needed in the classroom is a revival of respect for the teacher. 
Good reiatkxn with parents may be important, but discussing their 

children's woilt with them is generally ineffective. 
Teachers should exercise more authority over their students than they do. 
Educatk)nai authorities have been negligent in attowing new materiite and 

metiiods to interfere with the success of traditional approaches. 



1 


2 


3 


4 


5 











































Scale II: Professiopal Satisfactiofi 

I think my chltfs teacher is a good teacher. 

The stress and strain of tsaching makes my chikfs teacher appear less 

entfiuaiasllc about hsr job. 
Tsaching appsars to givs my chad's teacher a grsat deal of personal satis- 

tacUoa 

Oihsr teachers appear to be better prepared to teach than my chiki's 
teaclisr. 

My cNkTs taacher appears to view Ns/her Job as the greatest contribution 
tosocMy, 

My ^iWs teacher appears to tave to teach. 

My chad's teacher appews to fse) very oonfWen ki her poaMon. 

As a teacher, my cWkfa teacher is aa compatsnt as most other teachers. 

^le 111: Teacher Cohcsivencss 

Experienced fSouKy members srs supportive end hsipfUl toward new and 

younger members In my school. 
Ths teachers M this school share educatkxial Meas and technkiues with 



Ths teachers ai this school dont seem to be able to work wen together. 
The teachers In our achool oooperate with each other to knprove educa- 
tkxi to^structton In the school. 



1 ~ strongly disagree 

2 Si disagree 

3 neutral 

4 s agree 

5 = strongly agree 
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Taken from: Mainstreamine: Learners and 'ilieir Environment. M. 
Kaufman, J.A. Agard & M.I. Seinmel, Brookline Books, Cambridge, 
MA 1985. 
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APPENDIX 12 



Selected Children's Background 
Questionnaire 



From Kaufman, M., Agard, J. & Semmel, M. (1985). 
Mainstreaming: Learners a nd Their Environment Cambridge, 
MA: Brooklinc Books. Used with permission. 
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SELECTED CHILDREN'S BACKGROUND QUESTIONNAIRE 



I. DMf«C Child*! Baiih: 




, - OiWnUi 

-■- ^ ^ - Sptniih-Sumtmtd 
-- Cautciiian (other Uiin Spamth Sutrnmed) 
4. Faih«t*| OccupttiOfi: (Thii qiMstion refm lo lh« father fathci lubitilntt Mng in the hoiM) (Check only 

. fiorcmional and Mm proffttional workers. TWi iffdude* individu«lt who pciforni adviwy, 
idiTWilitrativc Of re^tarch worti which i» btted Mpon the «il»hltsh«d pfiocipl** or a pfoftttioA or 
icicnct and which leqytet prorrtnofut. KieWifK of le^hiucal irajinn|fquinleni to that rtptmnlfd 
by paduatkNi from a coUeff m uninriAiy of rtcof^tad itaiulin|. 

Farmtn wid finn minafen. This indudn indmdiula who wotk their own r«rntor individual* who 

snd fupirviac th« ruMrinf o( (tnm foe iht ownof , 

Profrteten, maiwftn and oflkWa. tsct^ farm. A profpie toi i* an enirepfi(ii*«r who owni aiid, 

alofit or with asUiance, opttttn hit own buiiness aid ia responaihit for ntakiitf and cariyin| o«t ill 
pc'icici. A rranagtf i« OAt who flMmyn all ot a part of iha bMUntv of aiwthff pcrion or a|mv; 
who ha Iwr rttporkiibdtty ta the nmklnf and carry tn| out of tht polictti of lh« buiinfti; and who 
through tsatitant, ts chvg^ with pteniunf and iMpertni^ni ih« work of oihcft- An offkial hta l«r|^ 
ratponriWiUM in Ow auXIni md caityini out of tha prslicin of tlw conctrn. 

, Qened, ttitt and klndftd workm A ckricri or kindrvd wofkat ia one who. u-tdtr wpwwiion. 
(foffw ona or morr orr»c« acciviiiaa, imiaUy rotitin*. such a> prepwiAf. itamciMii and filuif 
wiitltn coiainunkationa and rtcordi. 

CnftOTMn. fortmen and kin^td wwkwi. Thia ipcltidei indlvidiiali ^nfiftd in i mamul pwntiii. 

utMUy not toiKine. for the purttianct of which a tong period of irainini o« an appranticfihip ri 
MU»Uy neecaaary and which in its purttonce caUf for a high dtnM of )«id|mtnt or mmimI 
dfilarity. and for abdity to work with a ndfisnwm of aupmiiion and to tMtciaa ra»po«iib«i<y for 
vilusbla production aud c^pdMnt.*' llMaa ind»vtduili may ditact o<fc« workora tMder Mpai vUion. 

Optrath^ and kindred worktn. Thia Inctwdtt indi«idu4a tnjaied in nmtmk pttrtuii, uauaMy 

routine, for tha punutnet of wtudi only a «hort period or no period of prcUminary tratmnf la 
dually necemry and which in iu pwfvinct wttaNy ctib for tha evercita o' only a moderatt degree 
of [tfd^wnt of mnnuat dexienty. Such job* require orJy a moderete depte of mmcMlai forct. 

Dorotaiic aetvici worken include thoae individuaia perfor ming peraonil aenlcaa In prime homt- 

Protactl«« Hrvke worken. A protect*!* ier«4ca workn b ona engnged in protecting life or peoperiy. 

Service wotketi. rircep! domeitic ind piorectitt. irt thow mgaard m ckininc and ianitor «rrvicr« 

m b«Ud«ngf other than prime homes, or per fof Ming services ol»rn o' an mdividu*! dieiKter r<*r 
other persona as a barber » cook, wiiittaa or prectical nurse. 

Farm laborers and foremen A farm laborer is a hired worktr or unpitd mfryvber cf a fsno opeiaioi'i 

farwiy who works on a fatm. A farm foreman M one who directs farm Uboieri undtr th« lupervijion 
of a farmer or farm mih«fet 

„. Leborers, escept farm ar# ihosc tt\p§t4 in a nvnual puiiuii . usually rouiine . for lh« puiiujnce of 
whkh no rptcui liiinin|. pjd|m<ni or manual dentaniy »> uiuallr nece^ury *rd in •'hich (h« 
worktf usunilr iupplie« meinly muKulsi iirengih iha ptiioimanct of coaise.heivy wofk 



Other (descnbt fully) 
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Project PRIME Instruments 
SELECTED CHXLOR£E'S BAOCanOtniD QUBSTZOmiMRE* continued 

Don't know (gpve b«si etiiiAiie) ^ 



No Cither or fathtr fubsmwe bving m the home 



5. Mother s Occupotion (The question rtfert to iha mother or nsothei lubstiiute bving in tha home) (Chsck 
only ona.) 

hofesiiOliil and siml professional workers, TWi inciwlei l»dMa«h ^J*^^^ •^'^IL'*'' 

mir^faUve or reiaarch woek whkh H based upon tha eaubUlhad prindples cf a profession or 
rietiet Mid whick r«QUir«f professional, sciMtUfic or tKhnic*! trtming e«|iMnUat to Out 
ftpreicMod by #t4MtMM fton a «ottt|t or wivtriity of r«co|niud tundin|. 

Farmfft tnd farm manipm. Hus iMludes indtviducla who work ttorti ow» Cat * or ihdindu^ who 

MnMP Mpvrtba the ruoning of fMim for ih« owner- 

Propririors. manaprs and offivirtf, cxctpi farm. A pfOpritlor ts an entrepreneur who owns and. 

aloiia or wnh «iai*Unce, operit«i hH o«m buyneaa end is raapooiibic f^ mok^ng and carrymg out la 
oobciM AmpMif is Mf who iMffiiflnipnrt of iMbtMMSs of enother person or agency :w^ 

torge reipoMdNlity in th* makinf and carrying oat of tha poUcin of 
throuJiMsisMitro chw^ with pUonint and tuptrvi«ing ihf f ork of othart. An ofTicial hni iargi 
(espoMMiiias in the mkwg wd c^f ymf out of the pobeiM of tha conctr*. 

Ckftaal, artr- sod kindred worter*. A derieal or kiodred worker ia one who. under sup^rviskw. 

perfortna ooa or more ofiko acUeites* usualy rouliof , mdk u ptpMing. trMcribinf sod Tding 
written tmmwm i w tiooa and tacords. 

Cfvfismeo, fereisMn and kiodred workers. TH»a include mdi**dua)s -engited in a manual pursuit. 

wualiy not rootmt. for the pursuance uf which a toog pMiod of iraimm or an apprenticeship ci 
vtsoaNy omssery ind w»dch in H> pursuance c»lls for • high d«fte of )ud|meni ot m^n^ 
dtAierily, and for abdity to work wHh a mmiimim of superYioon and to exerciae rnpomibiUty (oe 
pradoctkm iod equipmeot.-* TiMaa tn«M«aii nty diraa othat workcrt under sopt nHon. 

OprratieM and WndrH wt^rkers. This iochide* indt«hhial» anpftd in oiiMl purtuif . nautlly 

nfutma, for thn pursunoct of wh»#» only a sHon pviod or no period of PT^^^^JSM* 
usually necenarr v4 which in its ponoanct uaoitty colls for tha r*trc»st of only a modefftfdegreo 
of iudpn*nt or of mvioil deiieniy. Such Jobs tm^mt only i Mdtrit« deptf of mwulv -wee. 

Domestic smko workers Mode ihost iodlfidiiab parfbimioi ptraoMi lar^aa to prime hoiots. 

Pyotecti^ serTk« workers. A ptottaiff aer^ workr- joa •nt;ird in peotactini life or property. 

Service workers, eicepi domtstic and protective, aie Ih^ tngaged in jrleening end ianiior t*^" 

ki buddinfi other thin pn%ate h«ms. or prifommi »4rv»ces olitn of «n iodi«tdual cha/nctet for 
other persona as a barber. cook, wailreaa or praviical nurse. 

Farm laborers and foremen. A farm Uborer ii a hired worker or unpatd member of a farm opeinor s 

firruly who worki on a farm A farm foreman is one who directs farm laborers uf«d«r tha lupervision 
of a fanofr or turn manager. 

Lahoreis. escepi farm, are Ihoae *np«ed in s manual pursuit. uiiiaUy routine, for the pursuance of 

which no ipecml «ra»fttf»^. f^^d^^^ of manuel deattrny is iitua:iy necetury and m whKh the 
wo'kfr u^y supp» vs mamly muscular strength for the performance of coarse, heavy work. 

Other (d#Knbe fully) — — — 



Don't know {pvt best esiimaK) 



^ ^ No maihet or moiher subuituie ttving m (he homt 
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9MLMCTEO CBllMSM^B BACKGROUND QUBSTIomUlUB^ continued 
«. FhMc'i E**c«k* iTht qMenkm rtltrt le Ihf ftthcr ot r»ih«f lubwitiiie m tt horn* MCh<wk only 

__ Sdmr*^*^!^ 

SoaMjmtoff hi|^ (7tfi - SUi p$M) 

■ - SoHM Im^ tdiooi kvl did not giadviic (9U( pt4k n mdudciS in ichool) 
., „,. Hl#i Niml |r^««tc 

Vocttionil Of Mmn ich«dl tftft hiipi tchod 

Somt cottffi - lf» ttun tow ye^s 

.n^ijT CoUt|t r^^M 

Aittfidfd grediKtt CM pffoftttioMi iChool 

r*«i*l !wg« (|i»r ben tstUmU , ) 

No l«tlMf ot fsUitr flubuiioit 
7. Mothff*! fidvetlMM (tt* qiMnioii rtfcn to tht mothtr of tnonkn t^Miiwlc Uvinf In th< rtoiM.) (Chock 

only QM.) 
HOM 

^ SofiK |rft4f ichool 

Co«fiploio4piaticbool(lft-6lhpadf) 

Somjwwor ht^ (7(h - tdi irodc) 

Comploiod )i»niof hi#t (7(li - tili gradt) 

, SooM Khool M froduatt (9tti yidt it ifidoded iii high iciwoi) 

VoGtUOfltil Of bMiinoit ichoot ifttt high Khool 
SoiAi coHtff km than foor ynn 
Cotttft paduitt 

AlltnM paduaii oi profntional idiool 

DoA'l know (|i*t tcM etttmaic „ ) 

No moihfff or mothti lubtiHuto h^tng in !hf hoim 

t. Socto-Economic Stitut: (ChtcK only ofif .) 

Upptf class 
____ UFP*f inHi<llr 
Mtddit «Ua» 

Lowci middW cla«* 

Lower clati 
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Ptojeci PRIME Instruments 



SELBCTKO CRZLOIUn*S BM^OROUHD OUSSTICNnuaftE* continued 

9. UMciiMfiMiMrlotrtiichthopriM 

Yti 

No 

10 Ftfi#)rSuMa:(Cliocfconlr«iw>) 

IMMfOiiFrfmM-oooitMfMliliiiiM 

IKoiwr tw^) %^m tm t (toJy fiieod, wwia. hfodwt. pudfeihti) k Un hoao 

Fathiroidy pfMMM -oootfwr «tflMka|H«rc«M«« 

(torf) ^ r itfwf mhn n ilt (ibinilr Wnod, >ot . *Hor. » i ■ i f> ■ i ) ii iho hoiw 

Othir QNaa <Hih »aaipiiiH« faiw po>wt», otc,) 

II. HowMMrd^voMihliMiiiMMT 
OfeyidwftivtfM 1970-71 adMlyis 

D^yiM^tte 1971^73 idMolyMi MOT / 73(4mo) 

ma&^ diy 

|}. DM tWi d>M pomdpt ti to oCiw l i l »»lo| hofaf ini whn flrti piitT (Chacfc owly oot.) 

.tMMorfnKMapoMiodbyHMIiaM 

- - Itiidnaft or poNdMol ipiwud by 0.t^. of othor piMt (IMwd. iMo oi local) ifmcy (oiliii 

^^^^v ^iichool Of MHMiy apooiofotf by pvtfott tfMcy (loclodhif c^Mchog) 
Hw d tf gft. g nwi i MM l Of oowory <«poaaoff^p ook oow o ) 

Vla-^^A^M^A^M A^^m^^^mm^^^ ^^k^w ^^ri^^b^ ^M^^totfH 

vMv^B IUPIHVT!^nVP f ^mWfW Vl^W p^PfV ^ipiKy 

KM«pilgiipooiOfo4bypftfiitaiOon(b*cMini<AMdMi) 

-r^^ y iid irpit M ( i f TW io rrfdy i^ltrn— i) 
^t^^^ ifthiwotloo oAsifiAiMo 

13. How MMydlffMOMoloMMifyKhooli boa iMa child aiuoMT 

. ._ Sdioola io Ihia ^iauict 
..-Lx^ Schooli M odiof dIMftcia 

14. Wlat la tha yitdooiMm ianfMOgt tpofctn in thia fMpd'* >>o«»»T (Chocfc only onf ) 

AO AMrteao lodlM Ungwig 
,. Aa Orioinal Ungoaft 
SfMMl 

-■- ■ Fiofich 
, , Oihtf 

15. Whai ii ihia child's imt recant LQ. KOf«? 

I S« . Data of most locfnt ttai - ^ 

immih ' ytDi 

15b Nam* of mi 

2:hi 



• 
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BMlKtBD CHXLDIt£H*S BACKOBOUHD QUSSTIOMMAXU, continued 

ISc V«WS«iltlQteMt _ 
tX. iiifci— B I St^ K? leow 

O i | o in fff i h rty i il l i iii tmtnmm wtU wyiw fadwKO 

.p^,^ PwMk r«portt on dM"! ffofm 
17. AMtlMpiftnif <>fihiidJMievotvt4iiiiiqrrortriiprop»M 

Y« 

No 

11. An tlif pef«iiU of th^ c^uM rttfon^ tot th« iinfknniuiiM oC ettuto activHin i« iht hMt Mlti»|? 

Yt» 

No 

QUESTIONS 19 J7 RCFEU TO HAHWCAmO CHILDREN ONLY 



i«i^coiiM»tie vhdol-'^wiiiilkadMaflof WMryv^ 

T1Mcr*d« 

Fourth |r«dc 
Fifth 

2U Did thm fYM rtpett t |r»4e bf fort ht bffiii rfcciHag i^tciil c^MUon tcmctf^ 

Ytf 

No 

2lt. Ifyct.wKiridtd) 



22. At wlui «i« *» ihi* <hi4 placed in th« ipeeul tdMiran pt^rp^m' 



/*ro;rr/ /Vi/AI/C Instmrnrnis 
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SELECTED CHiLDItEV'S BACKGftOIWU QbmSTlOIUIiaUt continued 
23 Hv^ MwAy tM*i iiioiMta««tfckcl*adiititlf<om4iiHdipiatlN«w*o« 



ftai r iid f iptdd td wwi ti diw ii dty 

MMittiradii 



33. HtfWMfiylfeMn4wlMiiivv«Ado«McliMiMilBMi 



0 



^wbjtci Mttw Arm 



LMfiil* Art! 
ffmffvnvMg 



t. 

C. 
D. 

AfttKiMtlc 

SdtMt 
C. SocWSitt4lM 
M. S^iMh (ot o«Nf loit«|^ 



I. Otimi 

J. 7^7^ Umtmthem 

K. ftMc 

L All 

M Li^try 

N Rffcfw 

VlMMl-fifftf ^ttri Trtifiint 
I tm^§t Dtvtlopmtai 

S AMdMory-Uiiriitfii Ti«nmg 

T Ciht* {ttfi9tn) 
U Toiil 



CWdrca 



Im. 
kn. 

Int. 

In. 

IM, 

Wt. 

, hn. 

hn 
. bit. 
. hn. 
. Ho. 
. hrt. 
. hft. 
. bet. 



iMt. 
Im. 



hn. 



hn. 
hn. 
hn. 
hn. 
hn. 
hn 



hn 





nHLBCfBD CHIUUtn** MCKGMOUDD aUKSTIOIIIIAZ«X« continued 

U> ki*<llMliitN|^AMeoM»rjM«MiMriciT 
^ Km 

" J — 4MIWftT (CMiM « MOM). 




NbIov MIcftVMf 

VtfMCoMMMkaUM 

_ IpiciOe ic^pic illflntlitt 

OtlM (teribt) 

Notts UJ>chSI 
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^ Managing Occupational therapy in Rural Education 



APPENDIX 13 

Rural Needs Survey 



Appendices 



Occupational Therapy Education 

The University of Kansas Mediral Ct ritcr 

Kansas City, Kansas 1990 



Code: 



EDUCATIONAL 
RURAL NEEDS SURVTV/ 



X. What ar« tha top fiva (5) concern* of rural special education? 
1. 

2. 

3. 

4. 

5. 

2. What do you see as the unique needs of the rural population? 



3. How does your special education district /cooperative provide 
related services? 



4. What are the methods of special education for recruitment of 
related service personnel? 



5. List 3 pros and 3 cons for contracting for services versus 
hiring an occupational therapist on staff: 
Contract Hire 
Pros Pros 

1. 1. 

2. 2. 

3. 3. 

Cons Cons 

1. 1. 

2. 2. 

3. 3. 



2-^5 
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6. How nany studMits in your ar^a ara served by occupational 
tha: apiats par yaar? 



0-5 
5-10 
10 - 15 
15 - 20 



20 - 25 
25 - 30 
30 - 35 
35 or Mora 



7, How many students require occupational therapy services, but 
are unserved due to vacant positions? 



0-5 
5-10 
10 - 15 



8. Wha do you see as the role(s) 

the apist? 



15 - 20 
20 - 25 
25 or aore 

of the occupational 



9. Wou d you be villing to hire an extra paraprofessional to 
wor. with students if an occupational therapist were available 
to ou on a United basis? 



10. Of he following topics, which ones would you and your staff be 
int rested in as inservices provided by an occupational 
the apist? 



positioning 
feeding 
visual- 
perception 
perceptual- 
notor sKills 
evaluation 
tools 

handwriting 
reaediation 



handling 

sensory integration 
classroom organizational 
skills for students 
posture 

classroon activities 
adaptation 

incorporating therapeutic 
techniques in the 
classroon 
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Managing Occupational therapy in Rural Education 



APPENDIX 14 

Occupational Therapist General Information 



Appendices 



Occupational Therapy Education 

The University of Kansas Medical Center 

Kansas City, Kansas 1990 



Code: 



OCCUPATIONAL THERAPIST 



G«n«ral Information 



Current Job Title: 



Length of time in current position: 
University Background 

Undergraduate: 

Graduate: 



Number of Years Practicing Occupational Therapy: 
Number of Years Practicing in Pediatrics: 



Density of Population Served: (pop. density ■ pop. of town) 



0-1,000 
1,000-2,000 
2,000-3,000 



3,000-4,000 
4,000-5,000 
5 , 000-above 



Memberships : 

American Occupational Therapy Association 



Current 
Previous 



Social Interest Section 



Administration 
Physical Disability 
Sensory Integration 
Developmental Disabilities 
Gerontology 
Mental Health 
Work-related Programs 



State Association 

Current 

Previous 
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APPENDIX 15 



Consent Forms 



Appendices 
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Occupational Therapy Education 

The University of Kansas Medical Center 

Kansas City, Kansas 1990 



Managing Occupational Tharapy 
Educator Consant Forn 



The Dapartmont of Occupational Tharapy Education at tha Univaraity 
of Kanaas Medical Canter la developing a training vodule for praaervlce 
occupational therapy atudenta focusing on the needs of rural education. 
In order to prepare the students for possible fleldirork and job oppor- 
tunity in the rural setting, we are currently surveying occupational 
therapists regarding needs and attitudes about special education ser- 
vices . 

Questionnaires include: 

1. General Infomation 

2. Rural Needs Survey 

3. Classroom Integration Questionnaire 

4. Teacher Educational Attitude Questionnaire 

5. Teacher Cliaate Control Qeustionnaire 

Please read the following statements, check if consent is given or 
not given for participation and sign at the bottom of the page. If 
there are any questions; please contact Paula Hughes, OTR, Project Man- 
ager, at (913) 588-7195. 

I understand that the rasearch in which I am being asked to par- 
ticipate will include answering the above mentioned questionnaires and 
surveys. I understand that the data obtained in this study is confi- 
dential and that no individual identification of me will be made in re- 
ports of this study. 

I understand that my participation is voluntary and that I may 
refuse to participate in the study if I so choose. 

I understand in signing this consent form In duplicate, one copy 
will be retained for the project files and one copy is for my records. 

I give permission for the researchers of the M.O.R.E. project to 
use the information I provide as described above, knowing that all in- 
dividual identification will be removed. 

I do not wish to participate. 



Name: 



Date: 



Managing Occupational Therapy 
or Student Consent Form 



The Department of Occupational Therapy Education at the University 
of Kansas Medical Center is developing a training nodule for preoervlce 
occupational students focusing on the needs of rural educatfan. Ir; or- 
der to prepare the students for possible fieldwork and job opportuni- 
ties in the rural setting, we are currently surveying occupational 
therapy students regarding Icnowledge and attitudes about working with 
children receiving special education services. 

Questionnaires include: 

1- The SBS Inventory of Teacher Social Behavior Standards and 
Expectations 

2. Pediatric coapetencies 

3. Classroom Integration Questionnaires 

4. TOTEMS: Training Occupational Therapy Education - Atti- 
tudes Towards School Based Services 

Please read the following statenents. If there are any questions; 
please contact Paula Hughes, OTR, Project Manager, at (913) 588-7195. 

I understand that the research in which I am being asked to par- 
ticipate will inc.Tude answering the «r*Ajvc mentioned questionnaires and 
surveys. I understand that the data obtained in this study is confi- 
dential and that no individual identification of me will be made in re- 
ports of this study. 

I understand that my participation is voluntary and that I may 
refuse to participate in the study if I so choose. 

I understand that the University of Kansas Medical Center does not 
maintain a policy of providing free medical treatment or other forms of 
compensation for injuries incurred as a result of participating in bio- 
medical or behavioral research. 

Returning the completed questionnaire signifies consent for use of 
the information you provide the M.O.R.E. project. 
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Parents 



3. Naae: 

Address : 
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1 . Name : 
Address : 



Educators 



3. Name: 



Address : 
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2 . Name : 
Address : 



4 . Name ; 
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ABSTRACT 

Managing Occupationa! Therapy in Rural EducatkNi 



Occupational tharapy it nwndaMd at a 
v>^tKifa<^ulfathaaaaafVloaatob<iiaKf.TCTthaif a Pof thaaa cMklrafi» occupaitonal 

iliiM mMu [Mia fftiral nait nt tha Inianlifiiiliiim latin OmM dauatooa aiid liiMjIaiiiiMiiJ tha IrighrhliiaMTftfl 
educaiionat plan OEP). SnraHar and mora naal acNx)! dMrtcia praaandy IM aaviral dto^^ 
attampUng to sacura tha aarvioaa oocuprtttonal ttiaraplM ai 
Firat tha ai«at to ba aanwd ata oflan gaographicaly cMant torn 11^ 

variaty of buslnata, social and aducattonal oppoftunltiaa! thia makai R dNncuR to racnjk txpariancod 
pratasaionalt to ralocaiad to tha aiaa dua to oihaf tamly commlinanii. Oaooixfly, thaca ara amaliar 
nurf<t)afiOf a pa ci t l aducatkwatudantaia<|uiringtanrfcaduatoaani^^ 

that paitiapa only onaocct:paitonalthafapM is raquirad. Ucfc o> ongoing p roH a aion s I contact maitas It 
riM HfMiir inr a ntf n mrtuMa^ trt taf» s iob In s Tuny l atliii o wthout t paria W iatl Dfn aa rul ca ixDOriancin which 
address not only tha knoMrtedga and akMa to wof1( in pubic schools, ^ 
tailor thata oompstanciaa to tha unlqua naada of a njral ssiting. 

Tha purpoaa cf tha proposed projact is to damonstraia a modal d s slg n sd to train praservice 
occupational thaiapy studsriia to work aflaci^aly in tha pubic schools, spadf^^ 
This aflM is dbactad at inrtproving tha icnowladga, aldto, and aiiliudaa of 
regard to tha uniqua aoclal, arivirorvnantal. and aducatiorial riaads of tha fual asiting so M 
therapy students will be rnora prepsrad and have a graaiar abilty to pursue job opportunities sarv^ 
utstncta. 

The goals of this protect ar« (1) to demonstrate a rnodei tar training praaafvice oocupati 
students in speciaRzedtachnlQuea and procadifaa that enable auccassfUlssfvioe dsHvafy in rural school 
settings; ^ to vsMdsM the model t)y asaessing ttia impact on o oc u p at l onsi therapy students, rural 
pefsormel, the oorrvnunlly. arid on tha handicapped students asrvad arid (39 to develop an^ 
p^an tar dissenfilnation and repltestion or the vaNdstadrursI training rm These goals wi be met mrough 
a variety of didactic anrl sxperiential le a rn i n g opportunkiea. Although al aludent in tha Occupational 
Therapy Curricuium at thn University of l<mas wtt partidpata in aorne of theee experience^ 
15% uf each dass (10>12 studsnts) wM participate in specialized fieldworic experiences In preperation for 
rural school job opportunities when they graduate. 
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Fieldwork Course Information 



Occupational Tlierapy Education 
^ The University of Kansas Medical Ci:i\ti^r 

Appendices j , ■ r,^ Kansas City, Kansas 1990 



CourM D9ftcriptioPt 
Level i and Uvel II FlekSwork 



OT 203 Early Dovvlopn^ent (1 cractt hour) 

Seisctid floU of ftcpeftence wi;h indKMuaii in tt^ 

cappad popuiaflons. irnAjdaa pf«K»ic« in iiMrvlmvlna obaarv^^ 

Sttjdaniwtchadii«d for #a03ara Junior MuJaitt This 
flildwo(kiscM(Mli^««v«ralt«K>^M^ StudamawiHbe 
suparviMdbyCmraancl^aiharproMionali. Fadlitlaamff/inciudspubteandprivaiaaehocis.out-pali8r« 
paiianiclMca, diy4raatrnant prografna. reaptocart. 

OT2S3 Adult Adaptation (1 cf«(jil hour) 

SaiedtKl fiatd oKparianoa with aduKa various ata0r» in tha Mb apan 

populationB. includaaanalyzinoprooMaasofwort(andisiai«o.taacNngac(lvitis8andi«^^ 

Sliaa wtt primarfly ba trwaa aaiwn! a chronic caasload. (La. rasirinMrt 

support fifoupa) which cm protMa studant SKparlancaa in aaalnling wlh adapts 

laad ra^orfeam a t l on Of nmlni3canca groups. 8tudanlawflt>saupsrvlaadt)y onTfrsarid^otharprofaaatoanla. Tlw 
iCU.FisldworlcOffloawflprovidanaMOfi^proprialafacMiaatostudarit. StudafT:aw<lmai(athf»>rownaiTangSimnt8 
for IMdworIc for tNs SKparisnca only. 

OT303 Ad^itadOocupslionaO crsdihour) 

SalscisdflsldsKpailsncaswIthparaons having dysfunctionai conditions. Indudss uss of instruction in adaptivs tach- 
niquaa; usa of atructufsd a i iaia m ants. 

Studaniaachaduiad for #303 m Junior atuomta. Thia fialdworitprovidaathaatudanrs first hands-on opportunity to co- 
traai patianVdtenls. ThiaiehoyrfMdworltisdivldsdSntoaShoursKpariancalnapaychoaocialaaain^ 
riancainaphysicatdyalUKtionasiliifo. SiudsmswabesuptnHssdbyanOTRorCOTA. 8tudsnlw«oo4rBatpalisnt8/ 
ciianta In tha basic M«aa of daiy IM taalts (physical ciaay Ivi^ 

laiaura). Studaniswanolraadylornauroiogicalaaaaaamantaortroatmant. StuJsnts win Intsfvlaw a patiant/cltert (wltn 
pamMon of tha facWy/K^Karviaof). 

OT 413 Psychoaodai i:>y8funclion (1 cradit hour) 

Fisid axparlencs In a clinical setting involving treatment and concurrent evaluation of at least one individuai with psychodo- 
ciai dyshmctiort 

Studant8achaduiadf0rOT413 are Seniors completing their final academic semeatei . This fuft-tJme, 40 rxxjr week 
fialdwodt is schsduiad at in-patiant and ou-petis» hospital dinics and comnujnft^ Students win be 

supartssdbyanOTR StudantswiH participate ifi group and M n^ient/client tretfnwnt. atjminiatar evaiuMion, and 
paiticipala in the development of a program plan for the paiiantWclienta. Optional experiences could Include team 
conforencss and Ixief viato to otfwr profsssionaf aervices. 

OT49G Level II Physicai Dysfunction (6 credit hours) 

OT491 Levet i' f^shychosociai Dysfunction (6 credit hours) 



OT48? LM M S tipe n d ktrnm (6 ci»d> houm) 



Studtnis mutt oxnpitl* nint moniht of fuMlmft 

monmt tn PaychotooM DyafuncUon (OT 401), and thm worm in ■ O tii end innim Am (OT 49a>. Ofxaipaiion«i 
Tb«apy AaiMM wtw haw* MOCMiMy oomplM 
program, ar« not raquirad to anrol h OT 482. 

Studanit im« rnaintain a Z5 QPA and aucMirfuly corn^ 
RaidwQfk. 8tudanliirHii«oonY)laiaa8LaM4HFMdwrorkw(^ 
iCKlMfnIc counMwofk* 

Studania ara actwduM fa Ijtval H Hakhrark at acx^T^^ 

ii^^iM tMaXh cttfiiara, rahat^'^tatton cantaia. gari^ 

Studaiva J aupaivlaad by «i 0^ wtw haa had laaM ona yav or cinlcal 1^ 

Studanta rtcMlva a Bachaior or Sc;anca in OccupMional TTwr^ 
ailgiliia to wria ma Caitificalton B(M*wllon tor OcctJ^^ 
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The need for competent related service personnel, par- 
ticiilarly occupational therapUts, to serve in rural educational 
areas has been well documented. Two-thirds c f all United States 
schools are located in rural areas, and the majority of unserved 
and underserved handicapped children are enrolled in these rural 
schools (Clark and Whi:e. 198S; Massey and Crosby, 1983). In the 
past, there has been some debate regarding what constitutes a ru- 
ral district Helge (1984) reports that a district is considered 
rural when the number of inhabitants is fewer than ISO per square 
mile or when located in couuties with 60% or more of the popula- 
tion living in communities no larger than 5,000 inhabitants. Dis- 
tricts with more than 10,000 students and those within a Standard 
Metropolitan Statistical Area, as determined by the United States 
Census Bureau, are not considered rural 

A major problem in rural education is recruitment and reten- 
tion of qualified staff (Helge, 1984; Will, 1985; Latham and 
Bumham, 1985; Kinner, Ijockwood, Micklcr and Sweeney, 1984; 
Marrs, 1984). A 40% to 50% attrition rate annually is typical (Will, 
1985). A survey conducted in 1983 by the National Rural Pioject 
reported that only 17% of rural districts and special education 
cooperatives indicated that they had an adequate number of special 
education personnel. In a recent report filed by the Ad Hoc Com- 
mission on Occupational Therapy Manpower, data collected annually 
by the U.S. Office of Special Education Program, U.S. Department 
of Education, reports the needs for occupational therapists have 
consistently outoumbered the supply. In 1983, state special 
education departments indicated a need for 20.5 percent more oc- 
cupational therapists than were currently employed under Part B 
funding ofP.L. 94-142 (OT Manpower). Helge (1984) notes that 
itinerant positions, such a£ occupational therapists, are most of- 
ten not filled. Prescrvice training which does not consider rural 
needs, contribute to chronic vacancies of these positions. 



Recognizing the need for preseivice training of occupational 
therapists to serve in school systems, the Bureau Education for 
the Handicapped in 1978 funded the Ajuerican Occupational Therapy 
Association to develop a model for training occupational 
therapists employed in school systems (Gilfoyle and Hays, 1979). 
The Special Education Department at the University of Kansas de- 
veloped a special tract for occupational and physical therapists 
pursuing a masten degree in Spectal Education. Their project, 
funded by OSERS in 1980, developed and implemented a model to 
prepare therapists to serve as consultants to programs for severely 
handicapped students in public school settings. 

In order for therapists to integrate services into rural 
school systemsthey need to have an understanding of the system, 
its educational aims, and its philosophy (Regan,1982). Punwar and 
Wendt (1980) outlined the efifort to mandate occupational 
therapists in Wiscoirsin to be certified by the Department of Pub- 
lic Instruction for those therapi^:^ serving in public schools. 
Identification of competencies and relevant curriculum content 
were established as cornerstones of certification standards. 

The need to alter and adapt types of service provision for 
occupational therapists is essential in rural settings. Through 
preservice training, the necessary understanding of the roles a 
consultant and knowledge of different types of service deliveiy 
can be taught The skills of a consultant are essential to ser- 
vice deliveiy in educational setting (Dunn, 198S). Dunn (1985) 
notes that the demographics of school (rural vs. urban) do not 
change teacher or administrators preference of consultative style. 

Asurvey of educators, therapists and administrators in the 
midwest area (Kansas, Iowa, Nebraska, and Missouri) conducted by 
Dunn (1986) asked pertinent questions reflective of the need for 
related service of occupational therapy in rural educational set- 
tings. University bachelor's level programs in these states did 
not have preservice training for service in rural education al- 
though all departments expressed a need for such a curriculum. 
State agencies recognized the need for preservice training and re- 
ported chronic vacancies in rural settings for occupational 
therapists. Additionally all reported that due to lack of ser- 
vices, ch'ildren with special needs are either unserved, 
undcrserved, or most travel to the closest urban setting for ser- 
vices. 



special educatioii directors reported that of related services 
personnel an occupational therapist could best serve their 
programs* needs (Dunn, 1986). This preference was also supported 
by a survey completed by Guess (1980) at the University of Kansas. 
Teachers of severely multiply handicapped students ranked their 
perceptions of contnbutions &om other professionals and disci- 
plines in the education of students in their dassroom. The re- 
sults indicated that teachers perceive occupational therapists as 
the most needed service, followed by phy^cal therapy and speech 
pathology* medicine, nursing, social work, and psydiology. Ad- 
ditional concerns expressed by special education c&ectors include 
(1) lack of preservice training for occupational therapy serving 
in school settings, (2) di£Bculty with currently employed 
therapists continuing to rely solely on the medical model and (3) 
inabilily of therapists to identify and implement appropriate 
methods and amounts of service deliveiy in rural education set- 

In order to address these needs, the Occupational Therapy 
Education Department at the University of Kansas designed a 
preservice training model The project is funded by OSERS to in- 
vestigate preservice training needs for service delivery to rural 
education settings. This paper will present preliminary data on 
trends of rural needs that have been identified and suggest plans 
for preservice training. 

METHODS 

POPULATIONS: 

For purposes of this study occupational therapy students and 
pediatric occupational therapists were surveyed. 

All Semester I students enrolled in the Occupational Therapy 
Curriculum at the University of Kansas Medical Center during the 
Fall 1987 semester were asked to participate in the initial data 
collection. This group was comprised of 61 students who were 
newly entering the program. These students were enrolled in a de- 
velopmental life task course and a fieldwork course providing them 
exposure to the pediatric age group. These students completed the 
surveys and questionnairii^s in early November 1987. 
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Occupatkmal therapy personnel currently practicing in pediat- 
rics in Kansas, Iowa, Nebraska, and Missouri were also sent ques- 
tionnaires and surveys. Both rural and urban based personnel were 
included. For purposes of this study, criteria ^tablished by 
Helge (1964) was used to determine those personnel in serving in 
rural communities and those serving in urban communities. The 
names of the therapists were obtained through state occupational 
therapy associations and through the state departments of educa- 
tion. The forms were sent to 95 therapists. 

INSTRUMENTS/MATERIALS: 

Three documents were used in collected data presented here. 
Occupational therapy students and pediatric occupational therapy 
personnel were asked to complete the Attitudes Toward School- 
Based Services rA TSBS^ survey from Training Occupational Therapy 
Educational Management in Schools fGilft3fvle,1981^. Respondents 
were asked to indicate how much she or he agreed or disagreed with 
36 statements regarding school-based services on a scale for -3 ('*! 
disagree vciy much**) to +3 agree very much")* 

The second instrument both students and occupational therapy 
personnel were asked to complete is the Classroom Integration 
Questionnaire (CIQ). This questionnaire, taken from 
Maimtreaming: Learners and their Environment fKaufinan. Agard, 
and Semmel, 1985), presents the reader with vignettes of 25 
children with primarily cognitive or behavior problems. The CIQ 
asks respondents to indicate appropriate classroom placement for 
each child: a regular dassroom, a regular classroom all day with 
supplemental materials and advice, a regular classroom part of the 
day with supplemental materials and advice, a spedal class all 
day, or not for public education. 

Occupational therapy personnel were asked to complete a third 
document, Occupational Therapy Needs Survev ( OTNS^ developed 
by the MORE project staff. The survey included demographic informa- 
tion, questions regarding roles, preservice training needs, chal- 
lenges of service provision in educational settings, inservice 
topics, team members, resources, and caseloads. 




PROCEDURES: 



The Semester I occupational therapy students were asked to 
complete the ATSBS and the CIQ during a one-hour home-room 
period in early November. Students were given an abstract outlining 
the project and a letter stating their participation was requested but 
not mandatory. Each student was given a set of forms to complete. 
As the forms were completed, each student indicated their nimiber 
on a master list developed for longitudinal purposes. 



The occupational therapy personnel received a packet in the 
mail containing an introductoiy letter, the project abstract, a 
consent form, the coded instruments used for data collection, and 
a self-addrened, stamped envelop. The packets were mailed in 
mid-October with a return requested in one month. 

Responses from each questionnaire or survey were tabulated by 
frequency, and analyzed. The percent of frequency was compared 
for each group (occupational therapy students, rural occupational 
therapy personnel, urban occupational therapy personnel). 

Of the 61 occupational therapy students, 55 students (90%) 
completed the packet Six studenU (10%) cho&z not to par- 
ticipate. Of the 95 occupational therapy persormel surveyed, 29 
(31%) responded to the surveys and questionnaires at the end of 2 
months. Of the responding occupational therapy personnel, 19 
(65%) were identified as urban-based therapists and 10 (34%) were 
identified as rural-based persoimel. 

Table 1 presents the demographic information about the occupa- 
tional therapy persoimel. As indicated in the table, the urban 
and rural personnel are relatively equal in educational back- 
ground, years of practice in occupational therapy, years in pedi- 
atrics, and years practicing in the public schools. Differences 
were noted in number of schools served, number of miles traveled 
each week, and in the number of children served by each therapist. 

The OTNS was completed by all occupational therapy personnel 
returning their packets. The participants were asked to list 



their top five concerm in preservice traixiing and needs in oc- 
cupational therapy service deliveiy in educational settings. 
Table 2 lists the preservice content areas listed by rural and ur- 
ban occupational therapy personnel The areas noted by both 
groups as most important inchide advanced sciences, child develop- 
ment, conmiunication skills, knowledge of educational phitosophy 
and aims, evaluation and interpretation skills, and writing indi- 
vidualized educational program. 

The OTNS also asked respondents to list needs of occupational 
therapy service delivery in educational settings. Table 3 lists 
needs as stated by rural and urban personnel As listed in the 
table, the top 3 needs for both groups are issues of service pro- 
vision in terms of casek)ad size, time, space, and money; consul- 
tation skills; and continuing education resources. Many other ar- 
eas of overlap existed, although each need had differing frequency 
from group to group. 

The ATSBS was completed by the occupational therapy students, 
the rural occupational therapy personnel, and the urban occupa- 
tional therapy personnel 

Although respondents had 6 categories of choices (-3, -2, -1, 
+1, +2, +3), responses were grouped into negative (-3, -2), neu- 
tral (-1, + 1), or positive (+2, +3) categories. Responses were 
anatyzed first by grouping items into five content areas. The re- 
sults of the content area analysis are picture in Graph 1. Per- 
centage groupings were essentially the same across all groups in 
each area when comparing the percent of negative, neutral, and 
positive responses. Three items had less than a 20% difference in 
response patterns across groups; IS items showed a 2&-30% differ- 
ence; 7 items showed a 30-40% difference; 7 items showed a 40-50% 
difference; and 4 items showed a 50% or more difference. Table 4 
presents the pattern of differences for the 4 items with more than 
50% difference. 

The CIQ has items describing children who have cognitive 
problems (N= 11) and childrenwbo have behavior problems (N«12). 
Two items described children with both cognitive and behavior 
problems. Percent of responses to each level of classroom place- 
ment were plotted for the 25 items. Visual inspection revealed 
that 22 items had very similar patterns of choices across all 
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three groups, with students and therapists most frequently choos- 
ing mainstreamed with special dassroom help, resources room and 
special dass placement The three items that generated sig- 
nificantly different patterns of response were vignettes about 
children with cognitive difBculties which lead to poor ability to 
follow instructions necessitating the use of concrete directions 
and materials. 

Dacussion: 

Occupational therapy personnel woridng in both rural and urban 
areas in four midwest states report similar educational back- 
grounds, yean of practice in occupational therapy and spe- 
cifically in pediatrics within the public schools. Differences 
appear in the number of schools and children served by each per- 
sonnel and to a greater extent the number of mi^s traveled to 
provide these services. Rural personnel reported having an aver- 
age of more than four times as many miles per week as urban per- 
sonnel The rural personnel also averaged 50% more schools served 
and 25% more children on their caseloads. These additional fac- 
tors require rural based personnel to consider other service pro- 
vision patterns such as monitoring and consultation as a means of 
addressing these needs. Children in rural areas may receive di- 
rect service less frequently than children in urban areas. 

The OTNS results indicate that rural and urban occupational 
therapy personnel agree on the most important preservice content 
areas necessaiy for working in their particular settings. These 
include knowledge about the basic sciences, chikl development , 
and communication and evaluation and interpretation skills. These 
skills are desirable in all areas of occupatioi therapy 
practice. Additionally both groups listed knowledge of educa- 
tional philosophy and aims as well as the Individual Education 
Planning process as necessaiy content These additional areas in- 
dicate the significance the personnel place on occupational 
therapy personnel having knowledge of working in a school setting 
prior to accepting a position. 

Occupational therapy personnel also responded similarly when 
asked to list the needs of occupational therapy in education set- 
tings. Although with differing frequencies, both the rural and 
urban personnel listed issues of service provision (caseload size, 
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time, space for therapy, money for equipment); consultation 
skills; and continuing education resources as the top three areas 
of need. This suggests that even though service provision pat- 
terns differ, many basic needs are the same for all school person- 
nel 

When looking at attitudes toward school-based services, the 
occupational therapy students' responses were different from oc- 
cupational therapy personnel (both rural and urban) on items which 
reflected of knowledge other team members such as regular educa- 
tion teachers, special education teachers, and special education 
directors. Occupational therapy personnel indicated they felt 
other team memben did not have a good understanding of what oc- 
cupational therapy is or what specific treatment theories en- 
tailed. Students tended to respond neutrally. This could be due 
to the students' lack of exposure to the educational setting. Ad- 
ditional the personnel attitudes support a need for increased 
inseivice education for the team about occupational therapy's role 
in special education. 

Rural personnel responses varied from both urban therapists 
and students on items about service provision patterns and the age 
of the populations to be prioritized. With the large geographic 
areas covered by rural personnel, alternate patterns of service 
provision have had to be considered. Rural personnel are also 
more likely to serve persons throughout their development and into 
adulthood due to the service structure in rural areas, leading to 
more varied pattern of age priorities. 75% of urban personnel 
prioritized young children; perhaps with multiple sta£Bng, these 
persons are more likely to specialize on a smaller age range. 
Students reported equal ratings across all ages to be served. 
This attitude may reflect the changing attitudes of society and 
the profession to meet the changing needs of the children with 
handicaps as they move from childhood to adolescence. 

Urban therapists reported they felt regular education teachers 
are not prepared to meet the needs of children with handicaps in 
their classrooms. Rural personnel (82%) reported neutral atti- 
tudes regarding this statement Urban districts often employ 
higher numbers of specialized personnel, such as special education 
teachers and related service peronnel In rural settings, fewer 
specialized personnel exist, tltus leading to more frequent place- 



ment of children with handicaps in the regular classroom thus re- 
sulting in regular classroom teachen being experienced in dealing 
with special needs. Additionally, urban persoimel reported they 
felt teachers are interested in inter-disciplinaiy work. Rural 
personnel also agree, but not as strongly. This could be due to 
urban personnel being more available to teadiers with more oppor- 
tunities at each sduMl Rural personnel may only serve each 
school on a weekly basis and with increased travel time between 
schools may not have the opportmuty to consult with teachers or 
have team meetings as often. 

Attitudes regarding administrative support for occupational 
therapy differed for the groups of occupational therapy personnel. 
Urban therapists feh administrators supported referrals for ser- 
vices. Almost three-quarters of the rural therapists were neutral 
on this support This may be due to the increased accessibility 
of urban therapists to the administrators, possible because of 
closer proximity. 91% of the rural persoimel indicated neutral 
attitudes and 9% indicated positive attitudes about principal's 
parental requests for occupational therapy services. 63% of the 
urban personnel were neutral and 25% were positive about the same 
issue. Again, this may be due to the urban personnel being more 
available to the schools they serve. 

Twenty-two of the twenty-five items on the CIQ had similar 
patterns of choices for all three groups. The three items which 
varied had very different patterns of responses. In one case the 
three groups answered very differently from each other. For a 
second item the rural occupational therapy persoimel and the urban 
occupational therapy perronnel had simflar patterns with the oc- 
cupational therapy responding differently, llie final item was re- 
sponded todifferentlyby the two groups of occupational therapy 
personnel with the students following the trend of the urban per- 
sonnel. In general students also tended to place more students in 
the more restrictive settings (special class all day or not for 
public education). These differences in responses point out sev- 
eral implications for student training. First, students need to 
become more aware of what can be done to facilitate mainstreamed 
placement of children with learning problems. This would provide 
them with the information leading toward attitudes that more 
closely match the attitudes of practicing clinicians. From other 
data presented, rural occupational therapy personnel state teach- 
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en are competent to provide education for children with 
handicaps. Because of the lower incidence of handicapping condi- 
tions, and therefore fewer special educators available, support 
for regular education teachers is a major role for occupational 
therapy personnel in rural educational settings. 

T^ftcnmmgndatinm: 

The following recommendations for preservice training of oc- 
cupational therapy students were identified firom the preliminary 
data. First, students need a better understanding of the educa- 
tional system. TIus includes knowledge of the state and federal 
laws, educational philosophy, and the process necessary for pro- 
viding related services. Additionally, occupational therapy per- 
sonnel need a better understanding of what educators (both regular 
and special) know and are capable of doing in their classrooms. 
The occupational therapy personnel will be more capable of fa- 
cilitating teacher effectiveness in incorporating environmental 
changes for children with special needs. Secondly, occupational 
therapy students should understand patterns of service provision 
and how to use the various patterns effectively. In rural set- 
tings where the personnel have higher numbers of schools and chil- 
dren as well as increased mileage, alternatives to direct service 
must be considered. Students must be taught the importance of em- 
powering others with skills that will be beneficial to these 
children. The final recommendation is for occupational therapy 
students to begin the process problem-sohoag for efBcient use of 
resources. Time, money, space, and equipment resources will con- 
tinue to be issues in service provision. So occupational therapy 
personnel must use available resources efficiently. 

Occupational therapy continues to be a valued resource in pub- 
lic education. By addressing the specific needs identified by 
practicing clinicians new graduates can be more well prepared to 
serve rural educational systems. The beneficial outcomes will not 
only be for the professionals but also for the children and 
families receiving services. 
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Preassessment: 

An Effective Tool for 

the Rural Therapist 
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Oocupatiooal tbenptsts £Ke many challenges 
as tbey practice in rural school systems. 
Often there ii only cme tlienpist avnilable to seive sev- 
eral districts, scboob are mile* apart, and work space and 
equipment are minimal (Dunn A Orajr, 1988). Hiera- 
pists need to understand the unique educational philoso- 
phies and structure* of rural sdunb to integrate therapy 
sernoes effectively (Regan, 19S2). Pieservice training 
programs that emphasize tradititHial models of service 
provision do not prepare ihe occupational therapist to 
serve as an effective team member under these condi- 
tions. TheDepartmentofOocnpationalTheta|)yEdttca- 
tion at the Univeisity of Kansas Medical Center has been 
conductingagrant project ftindedbytheOCDceof Special 
Education and Rehabilitation Service* (OSERS) en- 
titled Managing Occupational Therapy in Rural Educa- 
tion (MORE). Projea staff first intervie««d and sur- 
veyed oocupsitional therapists in urban and rural setting 
(as defined by Helge, 1984) to determine the unique 
issues and needs of the rural school therapist These data 
are being used to develop preaervice training modules 
aimed at improving the knowledge, skills, and attitudes 
of occupational therapy students regarding the unique 
soda:, environmental, and educational needs of the rural 
setting. A variety of issues emerged for the rural thera- 
pist, including the need to provide effective oonsulution 
and to develop more effective screening and assessment 
strategies punn A Hughes, 1989). The purpose of this 
article is to describe the use of one strategy, preassess- 
ment, to increase the efficiency of the referral and assess- 
ment process in ruml public school systems. 

Schools have standard procedures for referrals 
to special education services. A referral may be made by 



a parent, a teacher or other professional^ or an outside 
agency. The referral is usually reviewed by a spedal 
services team, which basapredetennined amount of time 
toaaonthereferral(usually30days). The activities that 
occur within tUs time period cen be tcicned to as pceassess- 
ment tasks (although sute or bxal educational agencies 
may use a different term), becanae tbey occur before the 
formal comprehensive asseasmenL Firequently, school 
districts designate staff to serve as the preassessment 
teaip (e.g.. the school psychotognt, a icacher, a special 
education teacher, and the school principal). The team 
revie«vs the concerns of the person making the referral 
and creates a plan with that peiaoa that addresses bis or 
her concerns but that doe* so within the student's current 
learning environmenL TheStatePlanforSpedalEduca- 
tton (Kansas State Departmem of Educatkm, 1967) defines 
this process: 

Preassessment is the first phase in deter- 
mining whether the educational needs of a stu- 
dent can be met within the regular dassroom. . . 
[it] provide* suppon and asnstanoe to regular 
classroom teacben so that they may deal effec- 
tively with students who exhibit learning andA>r 
behavior diflierences. . . it is intended fbr all 
students exhibit differasoes. .. no child can 
be labeled as eaoeptional until the multidisdpli- 
nary team has documented that the child had an 
opportunity to have learning en)eriences ap- 
propriate to hisyher age and abilities, and that 
the cfaikri leaniing potniial has mx been achieved 
in the regular classroom environment (p. 87) 

In ot^er words, the preassessment team makes 
recommendations that rddress the student's specific dif- 
ficulties. The classroom teacher (or other referring 
party) implements these recommended intervention 
techniques for a specified amount of time (generally 30 to 
45 school days). The preassessment team assesses the 
impact of these interventions on the student's perform- 
ance throughout this period to determine whether or not 
the strategies are effective and if any alternations are 
needed. 

Occupational therapists have not routinely been 
involved in the preassessment process but are more 
commonly involved with the comprehensive evaluation 
(Kansas Sute Department of Education, 1989). With a 
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therapist's time at a premium in rural schools, it is 
important to consider alternatives to a therapist's direct 
invotvement with eveiy referral to the evaluation leam. 
Anevaloation is not alwajfs indicated; thoiestudent» who 
are successful with preassessment ttrategia are main- 
tained in their natural learning environments and do not 
have to undergo unnecenaiy compcehensive evahiations. 
Implementttion of preasieasmait strategics shifts some 
of the work load by ensuring that evaluatioiK are only 
administered to those students tot whom simple class- 
room adaptation! have been unsuooessfoL When the 
preassessmeni process is used oonsistentfy, the therapist 
begins the evaluatioa and program planning process 
knowing which strategies have already been tried and 
how the stvdent responded to them. This additional 
referral dau saves time. 

The itinerant natureof therapists in rural school 
setting! makes it neoessaiy to esttblish ongoing commu- 
niciUon mechanisms with key professionals. Similar 
communication strategics can be used to contribute to 
the preasscssment process and simultaneously to in- 
crease team members' knovdedge about the potential 
contnbutionofoccupationaUberapy. The occupational 
therapist determines whidi common referral complaints 
might be reso^/rd by usingstntegies designed by a thera- 
pist Many school districts have referral forms that list 
common concerns; it may be necessary to suggest addi- 
tions to the list if it emphasizes only peiformanoe in 
subjea areas. The therapist can then provide the key 
persons with a list of intervention techniques that can be 
used by preasscssment team members as they screen 
referrals and design preasscssment plans. Table 1 shows 
common referral complaints related to occupational 
therapy expertise, and the corresponding preasscssment 
suggestions for each. The occupational therapist in- 
structs preassessment team members in the correct ap- 
plication of snggestioos (Dunn, 1989). The only sugges- 
tions included in a list such as this are those that can safely 
be implemented by others; if more complicated adapta- 
tions are required* a complete evaluation is necessary. 
More serious problems than those listed in the table 
would generally require the prompt iinrvlvement of the 



therapist; likewise, the therapist should intervene if the 
suggested adaputions are unsucoeasftoL 

Occasionally, the occupational therapist may be 
called on to provide additional guidance during the 
preassessment process. Input may be provided through 
telephone ooovenationa, detailed notes, addittonai read- 
ing material, or a meeting. These additional contacts 
provide timber opportunitiet to darity the occupational 
therapist's roles and areas of expertise, and the informa- 
tion thus gained by team memben makes it easier for 
them to diooie appropriate students for occupational 
therapy evaluation. 

Case Study 

At its weekly meeting, the preassessment team 
reviewed a refierral from Mrs. Btown, the first-grade 
teachei. Tommy, an 8-year-old boy who had repeated 
kindergarten, was having difficulty writing neatly and 
completing seatwork correctly. The team klentilled these 
complaints as ones frequently addressed by the occupa- 
tionid therapist The occupational therapist had met 
with them at the beginning of the school year to review 
the referral diecklist and point out items for which she 
could provide assistance. At that time she had also 
provided the team with a list of simple adaputions tha? 
could be incorporated into classroom routines to address 
these concerns. The team decided to use several of the 
suffestions provided by the occuaptional therapist to 
assist Mrs. Brown and Tommy in the classroom. How- 
ever, after reviewing the dwcklist options, the team 
decided that it needed more sp'xific information from 
Mrs. Brown in order to choose appropriate recommen- 
dations. Mrs. Brown clarified her concerns by stating. 
Tommy has difficulty finding items he needs in his desk, 
gets behind when I give directions and does not follow 
them correctly, and does not stay on the line when writ- 
ing.' Mrs. Brown also indicated that Tommy watched 
what the other students were doing when he lost his 
place. She did not feel tnal this was appropriate behavior 
and didn't want him to copy the other students' work. 
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With this more complete infbn&atioii, the tum 
designed a preassewment plan that iitdiided many of the 
suggestiow that had been provided pieviousljr fey tke 
oocapational theraf^t The teaon met with Mis. Brown 
to discuss the situation and klentified the following strate- 
gies: 

Poor pendlAcnyott ose 

Provide larger sheets of paper 
Provide paperwithom lines orwithwidelyspaced 
lines* 

Inability to comply seatworic sncocssftiUy 

Provide larger spaces for answers 
Put fewer items on each page 

Lade of organization; tendency to lose peraonal 
beionfinp 

Make a map showing where items belong 
Collect belongings; Sand them out at the begin 
ning of each activity 

Failorc to follow directions 
Allow student to watch a partner for cues 

Mrs. Brown expressed concern that the other 
students In her class would complain if she made these 
scoommodations for Tommy and not for others. The 
team explained that if these strategies worlced they would 
maintain him in the regular dassroom. They assured 
Mrs. Brown that as long as Tonuny did his own work 
watching other studentt for cues could be a successful 
strategy for him, because he was already trying it on his 
own. The team also reassured Mrs. Brown that they 
would give her continued support as she implemented 
these strategies. Th^ asked her to implement these 
interventton techniques for 4 weeks, reporting on Tonun/s 
productivity each week, to determine whether or not they 
alleviatod his classroom problems. 

The strategies chosen from the referral checklist 
proved to be successful for Tommy. Mrs. Brown also 
came to feel comfortable providing Tommy with wide- 
ruled paper, a desk organi^atfon map, and a "direction 
partner." She was surprised to find that the other stu* 
dents did not feel that they were being treated unfairly, 



but in £act were very cooperative with the dianges in the 
classroom routine. 

Thiscasestttdy illustraies asuooessfU preasiess- 
ment process. Too often preassessment is not used 
effectively in schools, and students are evaluated unnec- 
essarily. This is costly for the schools, in terms of bother 
professional time and financial resources, and can pro- 
duce unnecessary amdety in the students being evaluated, 
may begin to fed that they are failures. Futhermore, 
time is at a premium for therapists in rural settings and 
setting up an infoimative and efBdent preassessment 
mechanism enables others to screen referrals and pro- 
vides a mechanism to infuse oocnpatfonal therapy exper- 
tise into the daily routines of the educational environ- 
meaL This leads to better referrals at the outset and 
provides the therapist with much mate infixmatkm about 
a studeikt and a given situatfon when an evaluation and 
individualized program plan are indeed indicated. 

Conclusion 

Although occupational therapists are not rou- 
tinely involved in thn preassessment process, they can 
provide valuable input to the preassessment team. Iden- 
tifiaction of conmion referral complaints and suggested 
adaptatfons educates other team members about the 
unique kno^edge and skills of the occupational thera- 
pist This early invoNement in the referral process m&kes 
eflkient use of the rural therapist's valuable time, pro- 
vides a needed service to the presssessment team, and 
encourages meaningftii communication between the faculty 
and the therapist Preassessment activities also cause less 
disruption of the learning process, provide more useful 
information about the student's learning style, and foster 
a sense of responsibility on the part of the classroom 
teacher to work effectively with all students. ■ 
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Table 1. 

Classroom Adaptations to be Considered (br Common Related Service Referral 
Complaints ?rior to Comprehensive Assessment 



Referral complaint 



* m Possible adaptations 



Poor lunch skills/behaviorB 

* Provkle a wheeled cart to carry lunch tray 

* Provide large-handled utensils 

* Clomp lun(^ tray to tM to prevent slipping 

* Sen/e milk in sealed cup with straw 

Poor toileting skins 

* Provkle a smaUer toilet 

* Provkiekxiserckithing 

* Provkte a step stool for toilet/sink 

Cant stay in seat; fkjgety 

* AHow student to He on fk>or to work 

* AHow student to stand to work 

* Provkie lateral support to hips or taink (e.g., 
rolled towels) 

* Adapt seat to con^ height for work 

* Be sure feet are flat on ftoor when chikJ Is 
sesBed 

* Provkie more variety in seatwork 

Clumsy in classroom/halls; gets k>st In buikllng 

* Move classroom furniture to edges of room 

* Send student to new k)catk>ns when halls are 

* Provide visual ckjes k\ halls to mark kx^attons 

* Match student with partner for transitk>ns 

Can't get on or off bus independently 

* Alkyw student to back down stairs 

* Provkie additk)na!, smaller stairs 

Can't get jacket or coat on/off 

* Place in front of student, in same orientation 
each time 

* Provkie larger size lor easier handling 

Drops materials; cant manipulate books, etc. 

* Place tabs on book pages for turning 

* Provkie small containers for items 

* Place all itemsfor onetask on a lunch tray 

Inattentive, hyperactive, distractible 

* Decrease availabili*y of distracting stimuli 
(e.g.. visual or auditory) 

* Provkie touch cues only when student is 
prepared 

* Touch students with firm pressure 

* Provkie frequent breaks in seatwork 



Poor pencN/crayon use 

* Use triangle grip on pencQ/crayon 

* Use fMter wrung utensil 

* Provkie larger Sheets of paper 

* Provkie paper wtthoutBnes 

* Provkie paper with more wklely spaced lines 

Poor cutting skills 

* Provkie adapted scissors 

* Provkie stabilized paper (e.g., tape it down, or 
use large dips or C-damps) 

Unable to complete seatwork successfully 

* Provkie larger spaces for answers 

* Qivet^Twiler amounts or work 

* Put ftawer items on each page 

* Give more time to complete task 

* Change level of difffcnjity 

Loses personal bek)ngings: unorganized 

* Make a map sh^iring where items bekxig 

* Collect aH betongings and hand them out at 
the beginning or sach activity 

Doesnt fbltow directtons 

* Provkie written or pknorial directk}ns for 
reference 

* Provkie cassette tape of directkxis 

* ANow student to watch a partner for cues 



Note. From 'Integrated Related Services for Preschool- 
ers With Neurological Impairments: Issues and Strate- 
gies* }yy W. Dunn, 1989, Remedial and Special Education, 
10(3), p. 3d. Copyright 1989 by PRO-ED Inc. Reprinted 
ty permission. 



